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—teenage  use  and  abuse  of  alcohol 


by  Reginald  G.  Smart 


Concern  with  youthful  drinking  and  drinking  problems  has  never  been 
greater  in  Canada  than  at  present.  In  the  past  few  years  the  Addiction 
Research  Foundation  has  received  many  requests  for  information 
about  youthful  drinking.  The  number  of  such  requests  seems  to  be  in- 
creasing and  the  degree  of  emotional  involvement  in  them  is  also  in- 
creasing. More  are  coming  from  worried  teachers  and  parents  than  for- 
merly. 

Much  of  this  concern  probably  grows  out  of  the  recent  changes  in 
drinking  ages.  All  Canadian  provinces  decreased  their  legal  drinking 
ages  from  21  to  18  or  19  in  the  years  from  1970  to  1974.  In  many  parts 
of  the  country  youthful  drinking  has  increased  and  naturally  this  has 
led  to  more  alcohol-related  accidents  and  other  drinking  problems. 

At  this  point,  however,  neither  drinking  nor  drinking  problems  among 
young  persons  are  overwhelming.  And  research  is  at  a stage  where  cer- 
tain educational,  parental,  and  social  policy  actions  can  be  taken.  The 
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purpose  of  this  article  is  to  answer  some  of  the  major  questions  about 
youthful  drinking:  why  do  people  drink,  how  much  drinking  is  there, 
what -social  and  personal  problems  result,  how  many  young  alcoholics 
are  there,  what  can  be  done  for  them,  and  what  educational,  treatment, 
and  social  policy  alternatives  should  be  considered. 

What  Are  the  Reasons  for  Concern  about  Drinking  among  Young 
People? 

It  often  seems  that  youthful  drinkers  become  drunk  easily.  A few 
drinks  at  a party  or  high  school  dance  often  lead  to  uninhibited  and 
sometimes  silly  behavior.  The  same  applies  to  bars  and  taverns — the 
youth-oriented  ones  seem  especially  noisy  and  raucous.  What  the  ex- 
planation could  be  is  debatable.  It  may  be  that  young  drinkers  want  and 
expect  to  get  drunk  after  drinking.  Some  observers  have  suggested  that 
alcohol  particularly  affects  young  organisms  of  all  species;  in  fact,  the 
experimental  evidence  for  this  suggestion  is  extremely  weak. 

There  is,  however,  an  interesting  body  of  evidence  concerning  the 
different  levels  of  tolerance  that  people  have  to  alcohol.  People  of  all 
ages  can  be  very  tolerant  or  intolerant  to  alcohol  effects.  It  is  probably 
true,  though,  that  more  young  people  have  a low  tolerance  than  do 
older  people,  simply  because  of  their  inexperience  with  alcohol. 

Both  physiological  factors  and  learning  may  account  for  acquired 
tolerance.  For  example,  an  increase  in  the  metabolism  of  alcohol  occurs 
after  repeated  ingestion.  This  means  that  the  same  amount  of  alcohol 
in  the  body  of  an  inexperienced  drinker  would  last  longer  than  in  an 
experienced  one.  There  is  also  some  evidence  that,  after  drinking,  ex- 
perienced individuals  can  acquire  new  skills  or  functions  to  replace  the 
impaired  ones,  thus  rendering  their  behavior  less  disturbed. 

We  know,  of  course,  that  some  young  persons  are  heavy  regular 
drinkers  but  most  certainly  are  not.  Adolescents  drink  less  often  than 
adults  and  drink  less  on  most  occasions. 

A variety  of  studies  has  examined  how  the  factors  of  youth  and  drink- 
ing are  involved  in  the  causation  of  accidents.  It  is  worth  noting  that 
driving  after  drinking  is  infrequent  in  persons  under  21.  Fewer  than  60 
percent  of  males  under  21  drove  after  drinking  in  a large  study  done  in 
New  Jersey.  However,  92  percent  of  those  aged  21-40  and  79  percent 
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of  those  aged  41-60  did  so.  Youthful  drinking-drivers  also  reported  less 
frequent  drinking  than  did  those  over  21.  This  naturally  reduces  the 
amount  of  exposure  to  drinking  accidents  which  young  drivers  could 
have.  What  is  of  concern,  though,  is  that  young  drivers  seem  to  have 
accidents  after  a very  few  drinks  whereas  older  drivers  do  not,  or  ac- 
tually drive  better  after  one  or  two  drinks.  Men  aged  18  to  19  are  about 
one  and  a half  times  as  vulnerable  at  low  alcohol  levels  as  are  middle- 
aged  people. 

How  Many  Young  People  Drink  and  How  Much  Do  They  Drink? 

About  91  percent  of  adults  in  Ontario  currently  drink  alcoholic 
beverages.  It  should  not  be  surprising  then  to  find  that  a majority  of 
young  persons  also  drink. 

As  in  most  other  areas,  high  school  and  college  students  have  been 
most  frequently  studied,  probably  because  they  represent  large,  captive 
samples.  However,  many  young  persons  do  not  stay  in  high  school  or 
college  beyond  age  16  but  their  drinking  is  also  of  interest.  A 1974 
survey  in  Ontario  found  that  of  the  18  to  19-year-olds  out  working, 
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more  than  82  percent  of  both  males  and  females  were  drinkers.  About 
95  percent  of  those  aged  20-24  drank. 

A 1972  study  for  which  high  school  students  in  eight  Northern  com- 
munities in  Ontario  were  interviewed  found  that  52  percent  of  teenage 
drinkers  had  their  first  drink  before  13,  about  29  percent  between  the 
13th  and  14th  year,  and  the  rest  at  ages  above  15.  About  82  percent  of 
males  and  74  percent  of  females  drank  although  most  were  classed  as 
occasional  drinkers.  Only  about  1 1 percent  of  males  and  eight  percent 
of  females  drank  as  often  as  five  to  seven  times  a week. 

Another  study,  conducted  every  two  years  from  1968  to  1974  among 
Toronto  students  in  grades  7,  9,  11,  and  13,  concluded  that  about  73 
percent  of  students  in  1974  drank  compared  to  60  percent  in  1970  and 
70.6  percent  in  1972. 

Although  it  may  seem  that  a high  proportion  of  high  school  students 
drink,  very  few  do  so  frequently.  About  90  percent  drink  less  than  once 
a week  and  a quarter  drink  only  once  a month.  About  1 1 percent  of 
adults  in  Ontario  drink  every  day  but  only  2.4  percent  of  high  school 
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students  do.  Infrequent  drinking  (less  than  once  a week)  is  most  com- 
mon among  students  in  the  early  grades  and  those  who  are  younger. 
Frequent  drinking  is  most  common  among  those  whose  fathers  are 
professionals  rather  than  in  skilled,  clerical,  or  semi-skilled  occupa- 
tions. Drinking  is  also  most  frequent  among  students  who  are  making 
very  low  or  failing  grades  at  school. 

In  the  Toronto  study  about  21  percent  of  the  students  reported  all  their 
drinking  was  taking  wine  with  the  family.  An  additional  21.2  percent 
said  almost  all  their  drinking  occurred  in  this  setting.  Only  36.1  percent 
reported  none  of  their  drinking  involved  having  wine  at  home. 


The  1973  study  from  British  Columbia  gives  interesting  information 
about  amounts  drunk  by  high  school  students.  Only  15  percent  con- 
sumed more  than  10  drinks  per  week.  However,  about  50  percent  had 
been  high  from  drinking  in  the  past  four  weeks,  40  percent  had  been 
tight  or  drunk,  15  percent  had  been  made  ill,  and  eight  percent  had 
passed  out.  About  7.4  percent  had  recently  been  drunk  about  once  a 
week. 

All  studies  in  western  countries  have  found  that  boys  drink  more  often 
than  girls  and  drink  more  on  each  occasion.  Many  studies  of  adults 
have  found  that  drinking  is  more  common  amongst  those  at  higher  oc- 
cupational levels.  The  opposite  is  the  case  with  high  school  students. 
They  more  often  come  from  the  lower  socio-economic  levels. 
However,  male  drinkers  expect  to  eventually  attain  a higher  occupa- 
tional status  than  do  non-drinkers.  With  girls,  such  exceptions  do  not 
predict  drinking  at  all  well. 

Another  major  variable  is  religion.  Protestants,  especially  of  the  strict 
sects  such  as  Baptist  or  Methodist,  are  less  likely  to  be  drinkers  than  are 
Jews  or  Roman  Catholics.  And  regular  church  attenders  are  far  less 
likely  to  be  drinkers  or  to  drink  frequently. 

The  major  difference  between  high  school  students  and  those  who 
have  reached  college  is  the  amount  of  drinking.  The  collegians  are 
heavier  drinkers  — heavier  even  than  adults.  The  Victorian  view  of 
college  or  university  was  that  one  went  there  to  roister  and  there  is  still 
a certain  roistering  aspect  to  college  drinking. 
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Why  Do  Young  People  Drink  and  Where? 

The  motivation  for  any  complex,  socially  controlled  behavior  is  always 
difficult  to  describe.  Drinking  is  no  exception. 

There  is  no  one  clear  and  sufficient  reason  why  young  people  drink.  It 
is  possible  to  argue  that  they  drink  for  the  same  reasons  adults  do  and 
because  they  are  maturing  into  adult  behavior  patterns  in  all  areas. 
Research  has  centred  around  four  general  areas: 

a)  subjective  studies  of  reasons  for  drinking— asking  students 
why  they  drink; 

b)  peer  studies— determining  how  friendship  patterns  govern 
drinking; 

c)  personality  studies— determining  what  personality  charac- 
teristics are  associated  with  drinking; 

d)  family  studies— investigations  of  how  parental  and  other 
family  influences  relate  to  drinking. 

The  first  three  areas  will  be  covered  under  this  question.  The  last, 
because  it  has  been  such  a large  and  well  developed  area,  requires  sepa- 
rate coverage. 

The  only  recent  study  (1973)  done  in  Canada  asked  the  question  “why 
did  you  first  drink.”  About  30  percent  of  high  school  students  reported 
“holiday  or  special  celebration,”  32  percent  “curiosity,”  and  21  percent 
“because  they  were  served  at  home.”  In  all,  83  percent  reported  one 
of  these  three  reasons.  Only  7.3  percent  reported  first  drinking  because 
they  did  not  want  to  feel  out  of  place  or  because  friends  urged  them  to. 

Naturally,  the  reasons  for  current  drinking  tend  to  be  different  from 
those  for  starting.  “I  like  it,”  “to  be  with  the  crowd,”  and  “to  celebrate 
a special  occasion”  are  the  most  common  reasons  for  continuing.  Only 
about  eight  percent  said  they  drank  when  they  were  unhappy. 
Teenagers  view  adult  drinking  as  more  anxiety  and  problem  motivated 
and  their  own  as  more  status  enhancing,  socially  determined,  and  con- 
cerned with  growing  up. 

The  places  where  drinking  occurs  are  of  interest  because  they  are 
closely  connected  to  the  reasons  for  drinking  and  to  the  drinking  prob- 
lems young  people  experience.  The  most  usual  place  for  student  drink- 
ing varies  with  the  type  of  beverage.  Most  wine  drinking  (over  75  per- 
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cent)  takes  place  in  homes,  usually  the  student’s  own;  beer  and 
whiskey  drinking  usually  occurs  in  restaurants,  taverns,  or  bars.  Places 
where  students  first  become  drunk  tend  to  be  restaurants,  taverns,  or 
bars,  or  homes  of  friends. 

A widely  accepted  reason  for  youthful  drinking  is  peer  pressure.  Peer 
control  of  behavior  is  of  course  growing  during  the  ages  14  to  18  and 
parental  control  tends  to  be  decreasing.  And,  while  much  of  what  we 
have  seen  to  be  the  reasons  for  drinking  suggests  that  peer  pressure  is 
of  minor  importance  in  initiating  drinking,  a drinker’s  friends  tend  to 
drink  and  abstainer’s  tend  to  abstain.  Peer  pressure  can  be  towards  or 
away  from  drinking,  depending  on  the  most  salient  position  taken  by 
the  group. 

A social  learning  theory  of  personality  as  applied  to  drinking  postulated 
that  there  are  two  important  goals  in  college  life—  academic  achieve- 
ment or  recognition  and  interpersonal  liking  or  social  affection.  Ac- 
cording to  the  theory,  failure  to  achieve  either  of  these  should  lead  to 
major  frustrations  and  recourse  to  other  activities,  among  them  drink- 
ing. It  was  found  that  the  prediction  held  best  for  females.  If  they  had 
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low  expectations  of  success  and  affiliation,  amount  and  frequency  of 
drinking,  frequency  of  drunkenness,  and  drinking  related  complica- 
tions, were  more  likely  to  increase. 

What  Is  the  Effect  of  Parental  Drinking  and  Child  Rearing  Practices 
on  Children’s  Drinking? 

It  is  difficult  to  summarize  all  of  the  information  on  how  parents  affect 
children’s  drinking.  However,  I will  cover  some  significant  points. 
There  are  family  patterns  of  alcohol  use,  so  when  parents  are  frequent 
users  their  adolescents  often  are  as  well.  However,  it  does  not  seem  to 
be  a simple  modeling  problem,  with  young  people  slavishly  following 
their  parents  or  their  peers.  Many  boys  drink  regardless  of  pressure 
from  either  source.  They  often  drink  to  achieve  adult  status.  Mother’s 
drinking  seems  to  be  more  influential  than  father’s  and  girls  are  more 
likely  to  model  parental  drinking  than  boys.  Some  evidence  also  sug- 
gests that  loose  control,  especially  by  the  mother,  and  rejection  by  the 
father  have  more  effect  on  drinking  and  drunkenness  than  does  the  ac- 
tual drinking  of  parents. 

If  there  is  confusion  about  the  effects  of  normal  parental  drinking  on 
adolescents  there  is  far  less  about  the  effects  of  an  alcoholic  'parent. 
Almost  any  social  or  psychological  disturbance  is  more  common 
among  the  children  of  alcoholics  than  those  of  normal  drinkers.  They 
more  often  have  emotional  disturbances,  problems  at  school, 
difficulties  making  friends,  involvement  with  police,  and  delinquent 
activities  and  drinking  problems  of  their  own.  They  grow  up  with  dis- 
turbed parental  practices,  economic  hardships,  and  the  strain  of  dealing 
with  quarreling,  ineffective  parents. 

It  appears  to  be  the  constant  anger  and  arguing  which  these  children 
find  so  disturbing  in  their  families.  Longitudinal  studies*  suggest  that 
potential  problem  drinking  males  develop  very  early  to  have  low  im- 
pulse and  aggression  control  and  to  emphasize  male  over-assertiveness. 
Since  their  parents  are  frequently  problem  drinkers  and  display  these 

* These  studies  gather  information  during  childhood  on  social  and  family  conditions  for 
a large  group  of  children  then  check  up  on  the  children  at  several  points  to  discover 
which  ones  develop  drinking  problems.  A comparison  of  early  characteristics  is  made 
between  those  who  did  and  did  not  develop  drinking  problems.  These  studies  give  us 
the  most  important  information  about  parental  and  family  influences  in  the  early  lives 
of  alcoholics. 
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characteristics  themselves,  a socialization  towards  alcoholic  charac- 
teristics seems  to  occur  early  in  alcoholic  families. 

How  Many  Young  People  Have  Problems  and  Why? 

Actual  drinking  problems  of  any  type  among  young  people  tend  to  be 
far  less  common  than  relatively  infrequent  recreational  drinking. 
Naturally,  how  many  problems  one  finds  depends  greatly  upon  how  a 
problem  is  defined.  If  defined  as  alcoholism  of  the  type  usually  seen  in 
alcoholism  clinics  and  marked  by  loss  of  control,  liver  disease,  physical 
dependence,  and  withdrawal  symptoms,  we  would  arrive  at  an  estimate 
that  few  drinking  problems  exist  among  young  people. 

On  the  other  hand,  a problem  could  include  alcohol-related  car  crashes, 
public  intoxication,  or  drinking  leading  to  social  complications  such  as 
delinquency,  school  failure,  and  disturbed  family  and  social  relation- 
ships. If  we  accept  the  latter  definition  then  the  number  of  problem 
drinking  young  people  is  much  greater. 

From  the  point  of  view  of  their  frequency  and  possible  dire  conse- 
quences, young  people’s  problems  seem  to  be:  drunkenness;  alcohol- 
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related  traffic  accidents;  delinquency  or  anti-social  behavior;  and 
alcoholism.  None  is  unique  to  young  people  as  drinking  problems  but 
they  represent  a developing  concern,  and  are  the  reason  why  treatment 
or  social  controls  are  required. 

Drunkenness . It  is  difficult  to  decide  how  frequent  drunkenness  is 
among  high  school  students.  Much  seems  to  depend  upon  the  school 
and  the  area  chosen.  Another  problem  is  that  many  of  the  earlier 
studies  were  done  when  the  legal  drinking  age  was  21  rather  than  the 
present  18  or  19. 

Of  all  problems  from  alcohol,  drunkenness  is  almost  certainly  the  most 
common,  but  perhaps  too  the  most  trivial  in  terms  of  serious  conse- 
quences. Getting  drunk  purposely  is  a common  activity  among  high 
school  and  college  students.  It  is  much  more  common  than  among 
adults.  Is  drunkenness  still  a problem  if  it  is  the  intended  consequence 
of  drinking?  Probably  not,  unless  it  is  very  frequent  or  results  in  risk 
taking,  traffic  accidents,  or  aggressive  behavior. 

Traffic  Accidents.  At  present  about  60  percent  of  17-year-olds  and 
about  75  percent  of  18-year-olds  are  licenced.  Normally  they  have 
relatively  low  exposure  in  terms  of  miles  driven.  Few  drive  more  than 
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6,000  miles  per  year  until  they  are  over  21,  and  owning  their  own  cars. 
Despite  this,  drinking  and  driving  often  overlap  in  a most  direcL 
fashion  for  young  people.  One  study  indicated  that  most  students,  both 
drinkers  and  non-drinkers,  said  that  teenagers  are  most  likely  to  drink 
in  “secret,  out-of-the-way  places.”  This  included  unsupervised  parties, 
in  automobiles,  and  on  back  roads. 

An  interministerial  committee  report  on  “Drinking-Driving  in  the  Prov- 
ince of  Ontario”  during  1974  showed  that  the  involvement  of  alcohol 
in  fatal  accidents  has  been  increasing  steadily.  In  1968,  44.6  percent  of 
fatally  injured  drivers,  adults  and  youths,  had  been  drinking  or  were  ac- 
tually impaired  (blood  alcohol  level  .08  percent  or  more).  By  1974,  the 
proportion  was  52.3  percent,  most  to  levels  over  the  legal  limit. 

It’s  important  to  note,  however,  that  by  far  the  majority  of  injury-pro- 
ducing accidents  in  Ontario  involving  young  people  (80  to  90  percent) 
do  not  involve  drinking.  The  majority  of  drinking  accidents  are  caused 
by  those  between  21  and  35  and  at  high  blood  alcohol  levels. 

Delinquency  & Anti-Social  Behavior.  Whether  alcohol  contributes 
directly  to  anti-social  behavior  is  uncertain.  A 1971  U.S.  study  found 
that  boys  in  the  moderate  and  marked  drinking  group  committed  less 
serious  offences  than  those  in  the  minimal  and  episodic  drinking 
groups.  Perhaps  serious,  frequent  drinking  prevents  the  development 
of  serious  juvenile  delinquency.  A difficulty  in  interpretation  is  of 
course  that  delinquents  differ  from  non-delinquents  in  a host  of  ways 
other  than  drinking. 

Alcoholism  And  Problem  Drinking  Among  Young  Persons.  The  past  three  or 
four  years  have  seen  a strong  development  of  interest  in  teenage  or 
youthful  alcoholism.  Some  of  the  media  statements  are  extremely  rash 
in  defining  and  counting  the  numbers  of  teenage  alcoholics  in  North 
America.  For  example,  a film  “Boozers  and  Users”  states  that  there  are 
“an  estimated  half  million  teenage  alcoholics,”  making  it  clear  that  ex- 
tremely serious  drinking  problems  are  intended.  In  1974,  the  National 
Observer,  reported  that  450,000  grade  school  children  and  teenagers  are 
“actually  alcoholics.” 

The  extent  of  alcoholism  or  problem  drinking  among  young  people  is 
difficult  to  determine.  Most  studies  have  been  made  of  drinking 
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symptoms  and  complications  among  college  students.  The  complica- 
tions include  failure  to  meet  obligations,  loss  of  friends,  accident  or  in- 
jury, and  formal  punishment.  Signs  of  problem  drinking  include 
blackouts,  amnesia,  heavy,  frequent  drinking,  morning  drinking,  sur- 
repititious  drinking,  seeking  advice  about  drinking,  etc. 

Several  scales  have  been  used  and  a variety  of  methods  for  counting 
problem  drinkers.  Estimates  of  the  proportions  of  problem  drinkers  in 
youthful  populations  vary  from  six  to  more  than  40  percent. 
Problem  drinking  is  more  common  among  males,  heavy  drinkers, 
Protestants  (even  though  Roman  Catholics  and  Jews  are  more  often 
drinkers),  those  who  drank  before  age  12,  and  those  who  have  a variety 
of  personality  problems,  e.g.  low  self-esteem,  dependency  conflicts,  etc. 
However,  about  half  of  the  males  defined  as  “problem”  drinkers  in  col- 
lege were  not  so  defined  in  follow-up  studies  during  adulthood. 
Females  more  often  keep  this  designation. 

Young  alcoholics  in  treatment  facilities  have  never  been  very  com- 
mon. Only  a few  isolated  cases  have  been  described  in  the  literature  up 
until  the  last  few  years.  Data  from  several  countries  suggest  that 
alcoholics  coming  to  treatment  facilities  are  more  often  21  or  under 
than  formerly.  At  present  in  Ontario  about  four  percent  are  21  or 
under,  whereas  in  1964  there  was  none  at  all.  Alcoholism  in  young  peo- 
ple is  most  often  the  alpha  or  gamma  type— continual  dependence  on 
alcohol  with  or  without  loss  of  control  but  few  physical  symptoms,  e.g. 
liver  cirrhosis. 

What  Can  Be  Done  for  Young  People  with  Drinking  Problems? 

It  is  well-known  that  much  youthful  drunkenness  disappears  with  age 
— several  studies  have  found  that  heavy  drinking  during  the  college 
years  is  often  not  carried  into  adulthood. 

Indeed,  not  a great  deal  of  professional  interest  has  been  taken  in  treat- 
ing the  problems  of  young  people  affected  by  alcoholism.  Programs  for 
re-educating  drinking  drivers  have  been  started,  but  they  are  nofonly 
for  youthful  drinkers.  They  have  not  been  shown  to  have  large  effects, 
partly  because  recidivism  rates  for  impaired  driving  and  alcohol  acci- 
dents are  low.  A study  of  drivers  of  all  ages  convicted  of  impaired  driv- 
ing in  Ontario  showed  that  only  16.8  percent  had  another  conviction 
within  two  years,  seven  percent  had  an  alcohol-related  accident,  and 
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nine  percent  a sober  accident.  This  indicates  that  the  court  and  sen- 
tencing system  is  not  doing  a particularly  bad  job. 

Alcoholism  treatment  for  young  people  has  usually  meant  that  young 
alcoholics  are  integrated  into  programs  for  all  alcoholics.  Where  special 
programs  have  been  started  to  treat  young  alcoholics  they  appear  to 
have  favorable  outcomes  compared  to  those  for  older  alcoholics. 

Unfortunately,  little  is  known  of  the  value  of  therapy  programs  for  the 
children  of  alcoholics.  Although  many  treatment  facilities  have  such 
programs,  knowledge  of  outcomes  is  limited.  Much  of  what  is  available 
for  the  children  of  alcoholics  is  through  Al-Anon  and  Alateen  groups 
affiliated  with  Alcoholics  Anonymous.  By  their  very  nature,  evaluation 
of  such  programs  would  be  difficult  and  it  has  not  been  attempted. 

What  Is  the  Effect  of  the  New  Drinking  Age  Laws? 

All  Canadian  provinces  changed  laws  to  allow  18  or  19-year-olds  to 
drink  legally  sometime  between  1970  and  1974.  Also,  27  states  in  the 
U.S.  have  reduced  their  drinking  ages.  At  the  time  of  the  changes  most 
people  seemed  to  be  very  much  in  favor  of  them.  However,  the 
enthusiasm  has  waned  somewhat.  Now  that  the  new  drinking  laws 
have  been  in  existence  for  a few  years  many  of  their  effects  appear  to 
have  been  negative. 

The  law  in  Ontario  was  changed  on  July  28, 1971  to  allow  people  18, 19, 
and  20  to  buy  and  drink  alcohol  for  the  first  time.  Scientists  at  the  Ad- 
diction Research  Foundation  made  some  studies  of  drinking  both 
before  and  after  the  new  law. 

In  the  first  study,  figures  were  collected  from  the  Ontario  Liquor  Con- 
trol Board  on  monthly  shipments  for  1970  and  1971.  Data  were  ob- 
tained for  beverages  consumed  in  bars,  taverns,  and  beer  parlors  (on- 
premise) and  bought  from  package  stores  (off-premise). 

Average  expenditures  of  18  to  21 -year-olds  for  on-premise  consump- 
tion exceeded  the  expenditures  of  those  over  21  in  the  case  of  beer, 
wine,  and  spirits.  The  changes  in  off-premise  proportions  were  com- 
paratively small.  According  to  a 1968,  Ontario  survey,  68  percent  in  this 
age  group  used  alcoholic  beverages  and  the  reported  average  consump- 
tion was  slightly  less  than  one  half  of  the  average  for  Ontario  drinkers 
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as  a whole.  Apparently,  lowering  the  drinking  age  not  only  legalized  the 
status  quo,  but  it  also  resulted  in  a considerable  increase  in  consump- 
tion among  those  affected. 

When  Toronto  high  school  students  were  asked  about  changes  in  their 
own  drinking  since  the  new  law  the  results  were  as  follows:  40.5  per- 
cent no  change;  26.7  percent  no  drinking;  20.1  percent  more  drinking; 
3.7  percent  less  drinking;  and  9.0  percent  starting  after  the  new  law. 
There  was  a close  association  between  changes  in  drinking  and  fre- 
quency of  consumption,  with  the  most  frequent  drinkers  more  often 
reporting  increases  in  drinking. 

When  college  students  were  asked  whether  the  new  law  had  made  a 
difference  in  how  often  they  drank,  the  majority  (57  percent)  claimed 
they  drank  the  same  before  as  after  the  new  law.  Slightly  more  of  the 
males  than  females,  25  percent  compared  to  21  percent,  reported  an  in- 
crease in  drinking. 

About  25  percent  of  the  regular  drinkers— those  drinking  four  or  more 
times  a week— and  32  percent  of  those  who  drank  once  or  twice 
a week,  drink  no  more  often  than  before  the  change.  Only  five  percent 
of  those  who  drank  only  once  a month  or  less  frequently  report  they 
now  drink  more  often.  The  students  claim  that  the  new  laws  have  had 
very  little  effect  on  the  amount  they  usually  drink  on  each  occasion. 
Eighty-nine  percent  reported  no  change. 

While  54  percent  of  the  college  students  reported  an  increase  in  atten- 
dance at  bars,  taverns,  and  pubs,  only  19  percent  reported  more  fre- 
quent drinking  with  their  parents.  Slightly  more  females  than  males  in- 
dicated an  increase  in  drinking  at  home.  However,  the  new  law  has  led 
to  more  frequent  purchases  by  43  percent  of  the  male  and  35  percent  of 
the  female  students.  The  percentage  of  students  reporting  that  they 
never  made  purchases  at  stores  before  the  new  laws  is  directly  related 
to  age.  Eighty  percent  of  those  18,  64  percent  of  those  19,  61  percent  of 
those  20,  and  45  percent  of  those  students  21  years  of  age  previously 
never  made  purchases. 

Six  months  after  the  new  law  was  passed  all  vice-principals  of  high  and 
junior  high  schools  in  Toronto  were  asked  for  their  opinions.  Two- 
thirds  of  those  who  participated  felt  that  young  people  drank  more,  28 
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percent  claimed  no  change,  and  four  percent  did  not  reply.  Forty  per- 
cent reported  more  drinking  at  noon,  40  percent  reported  no  increase, 
and  20  percent  were  uncertain  or  didn’t  reply.  Thirty-four  percent  re- 
ported more  alcohol-related  disciplinary  problems,  60  percent  reported 
no  increase,  and  six  percent  were  uncertain. 

It  would  be  expected  that  arrests  for  public  drunkenness  would  have 
increased  markedly  after  the  new  law.  On  the  average,  in  the  years 
since  1971  more  young  people  have  been  involved  in  drunk  arrests 
than  in  the  few  years  before.  However,  the  proportions  show  some 
fluctuation  and  are  difficult  to  interpret  for  that  reason. 

Probably  the  effects  on  alcohol-related  accidents  were  the  least  antici- 
pated of  all  effects  of  the  new  age  laws.  One  study  has  shown  that  both 
single  vehicle  fatal  crashes  and  night-time  crashes  occurred  more  often 
with  young  people  (under  21)  after  the  law  was  changed.  This  study 
also  found  increased  accidents  among  those  who  ought  not  to  have 
been  affected  by  the  new  law— those  aged  15  to  18. 

How  Can  Parents  Prevent  Drinking  Problems? 

It  seems  impractical  for  parents  to  attempt  to  discourage  drinking  per 
se,  given  the  large  amount  of  peer  and  societal  support  for  drinking. 
Parents  can,  however,  take  several  types  of  action  to  prevent  drinking 
problems. 

Gaining  Knowledge  About  Drinking.  A recently  completed  survey  of 
adults  in  Ontario  showed  that  they  rated  drug  problems  most  important 
after  inflation  and  unemployment.  However,  the  most  commonly 
mentioned  drugs  were  marihuana,  speed,  LSD,  other  hallucinogens, 
and  heroin.  Alcohol  was  only  cited  as  a problem  drug  by  three  percent 
of  the  population.  People  in  the  survey  were  asked  whether  they  had 
enough  information  for  their  own  needs.  Nearly  everyone  (83  percent) 
said  that  they  did.  Of  those  who  wanted  more  information  only  two 
percent  wanted  to  know  anything  more  about  alcohol.  However,  about 
half  of  the  people  believed  that  the  “public”  was  not  getting  enough 
information.  The  credibility  of  parents  could  be  greatly  increased  if 
they  were  simply  to  find  out  more  of  the  facts  and  issues  concerning 
drinking. 

On  another  level  altogether,  parents  are  probably  not  aware  of  what 
their  own  teenagers  are  doing  about  drinking.  However,  young  people 
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usually  have  their  first  drinks  with  their  parents  or  relatives.  Often  it  is 
in  connection  with  a family  celebration  and  some  discussion  of  the 
event,  together  with  a discussion  of  safe  drinking  habits  could  be  made 
at  that  time.  This  would  allow  the  continuation  of  discussions  between 
parents  and  teenagers  about  later  drinking  events. 

Parents  Need  to  Examine  Their  Own  Drinking  Habits.  Parental  drinking 
provides  a model  which  can  be  one  of  frequent  heavy  use  or  infrequent 
social  use  of  beverage  alcohol.  Rather  than  suggesting  that  parents  stop 
drinking  in  order  to  influence  their  adolescents  by  abstention,  it  seems 
more  sensible  to  encourage  parents  to  examine  and  perhaps  moderate 
their  drinking.  Parents  could  reduce  their  drinking  occasions,  the 
amounts  drunk  on  each  occasion,  and  the  most  flamboyant  sorts  of 
drunken  partying.  They  could  provide  a model  by  indicating  that  the 
use  of  low  alcohol  beverages  — beer  and  wine  — is  preferable  to  liquor, 
drunk,  of  course,  in  moderation.  Also  parents  with  alcoholic  spouses 
should  realize  that  the  risk  of  problem  drinking  is  greatest  among 
children  of  alcoholic  parents.  Early  treatment  of  parental  drinking 
problems  would  probably  prevent  such  problems  among  young  people. 
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Teaching  Safe  Drinking  Habits.  Most  parents  do  not  employ  any  partic- 
ular methods  in  teaching  drinking  habits,  other  than  vague  cautionary 
warnings.  A certain  amount  of  evidence  exists  to  show  that  alcoholics 
and  problem  drinking  adolescents  had  their  first  drink  outside  the 
home.  For  many,  the  first  drink  led  to  drunkenness  or  at  least  getting 
high.  Parents  could  help  by  introducing  drinking  in  the  home  situation, 
calmly,  without  fanfare  and  without  emotion.  Parents  should  also  be 
aware  that  most  adolescents  begin  at  least  tasting  alcoholic  beverages 
before  age  17.  Consequently,  waiting  for  the  legal  age  before  beginning 
may  be  several  years  too  late. 

Where  drunkenness  is  the  aim  it  is  unlikely  that  parental  teaching  can 
prevent  its  occurrence.  However,  young  people  are  often  not  aware  of 
their  limits  and  become  intoxicated  without  intention.  Young  people 
need  to  be  encouraged  to  drink  slowly  and  to  drink  beer  and  wine,  i.e. 
the  low  alcohol  beverages.  New  drinkers  should  be  encouraged  to  drink 
only  one  drink  an  hour,  as  this  is  the  amount  which  can  be  metabolized 
without  a build-up  of  blood  alcohol  levels.  If  people  drink  one  drink  ev- 
ery 20  minutes  or  so,  as  is  informally  required  in  many  pubs  and 
taverns,  drunkenness  is  sure  to  result  after  four  or  five  drinks. 

Number  of  drinks,  type  of  beverage,  speed  of  drinking,  and  the  fullness 
of  the  stomach  have  a great  deal  to  do  with  level  of  intoxication.  When 
all  are  carefully  managed,  it  is  possible  to  drink  quite  large  amounts,  if 
that  is  really  necessary,  without  becoming  intoxicated. 

A wide  variety  of  methods  of  reducing  drinking  and  driving  risks  are 
available  to  parents.  They  could  refuse  to  lend  cars  for  party  occasions, 
make  more  use  of  taxis,  get  the  abstainers  to  drive  home,  and,  in  some 
areas,  get  young  people  to  take  public  transportation. 

Child-Rearing  Practices.  Most  parents  will  probably  not  view  drinking 
itself  as  an  important  enough  event  to  dictate  their  styles  of  dealing 
with  children.  Only  in  the  cases  of  high  risk  (perhaps  in  families  with 
alcoholic  parents)  or  in  cases  where  a problem  already  exists  will  there 
be  sufficient  reason  to  change  child-rearing  practices.  Another,  more 
important  area  though,  is  prevention.  If  parents  wish  to  prevent  drink- 
ing problems  a number  of  suggestions  can  be  made,  but  these  are  only 
suggestions. 

Peer  influence  is  an  area  over  which  parents  could  have  some  control. 
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Adolescents  who  regularly  attend  church  and  participate  in  a wide 
variety  of  social  clubs  and  athletic  activities  tend  less  often  to  drink  or 
to  drink  infrequently  if  they  start. 

Parents  probably  cannot  prevent  drinking  problems  where  severe 
rejection  and  conflict  about  alcohol  exist  between  them  and  their 
children.  But  when  parents  see  their  children’s  drinking  become  fre- 
quent or  excessive  they  should  make  an  effort  to  explore  and  improve 
their  communication.  This  might  be  done  by  simply  talking  about  the 
problems  together,  or  with  a friend  or  professional  person  who  is  ac- 
quainted with  drinking  problems. 

Supporting  the  Work  of  Others  in  Prevention.  Although  parents  do  not 
have  direct  control  over  the  social,  educational,  and  mass  media  in- 
fluences on  drinking,  they  could  probably  do  more  than  they  are  doing 
already.  Through  PTA  and  other  school-related  groups  they  could  find 
out  what  sort  of  alcohol  education  program  exists  and  attempt  to  have  it 
lengthened  or  improved.  They  could  become  aware  of  government 
policies  and  programs  to  control  alcohol  problems.  These  programs 
often  need  support  and  reactions  from  citizens  to  politicians  are  always 
desired  and  likely  to  be  influential.  Parents’  main  role  may  well  be  in 
supporting  educational  and  government  agencies  in  dealing  with 
alcohol  questions  if  they  do  not  have  serious  problems  in  their  own 
families. 

What  Can  Schools  Do  to  Teach  Safe  Drinking  Habits? 

Alcohol  education  has  had  a long  but  rather  undistinguished  history. 
Much  of  its  origin  is  in  abstinence  and  religious  traditions.  This  has 
probably  meant  that  courses  have  been  morally  rather  than  health 
oriented.  At  present,  not  much  alcohol  education  is  actually  being 
done.  However,  the  need  for  such  efforts  is  recognized  by  both  stu- 
dents and  educators.  Most  efforts  have  been  small,  incidental,  and  not 
well  received  by  students.  The  one  controlled  evaluation  study  did 
show  that  knowledge  and  attitude  improvements  were  achieved  as  well 
as  some  short-term  reductions  in  drunkenness.  This  suggests  that 
schools  could  probably  contribute  substantially  to  reducing  drinking 
problems  by  developing  and  testing  intensive  alcohol  education  pro- 
grams. One  further  area  of  testing  would  be  in  enforcing  various  rules 
and  regulations  about  student  drinking.  What  evidence  exists  suggests 
that  strict  no  drinking  rules,  although  not  completely  effective,  might 
reduce  drinking  somewhat. 
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What  Can  Governments  Do  about  Youthful  Problem  Drinking? 

Governments  have  a difficult  task  in  controlling  drinking  problems, 
especially  in  monopoly  control  systems.  Government  is  both  distribu- 
tor of  the  dangerous  product  and  watchdog  of  the  possible  harms 
resulting  from  sales.  It  is  probably  necessary  to  reduce  per  capita  con- 
sumption in  order  to  reduce  problems.  The  options  open  to  democratic 
governments  are:  controlling  advertising  of  alcoholic  beverages;  limit- 
ing the  number  and  type  of  outlets;  and  educating  the  public  about  the 
hazards. 

It  is  questionable  whether  controls  on  advertising  could  be  very  effec- 
tive in  reducing  consumption.  British  Columbia  banned  alcohol  adver- 
tisements in  1972,  for  a period  of  14  months.  However,  advertisements 
from  out-of-province  print  and  electronic  media  could  not  be  con- 
trolled. Also,  various  publishing  and  beverage  manufacturers  under- 
took a legal  suit  to  have  the  ban  quashed.  Another  problem  was  that  it 
did  not  have  public  support.  A careful  study  showed  the  ban  had  no 
effect  on  per  capita  consumption. 

An  effective  ban  would  probably  have  to  be  national  and  some  method 
would  be  required  to  screen  out  foreign  alcohol  ads.  A far  more  work- 
able method  might  be  to  limit  the  number  of  ads,  control  the  types  of 
messages,  and  attempt  to  balance  their  effects  with  anti-alcohol  adver- 
tising. 

Generally,  research  indicates  that  increasing  the  number  of  outlets 
does  not  affect  consumption  or  drunkenness  when  there  are  already 
many  outlets  available.  However,  when  outlets  are  introduced  into 
areas  that  are  mostly  “dry,”  a large  increase  in  consumption  results. 
For  example,  in  Finland  in  1969  beer  and  wine  were  introduced  into 
grocery  stores  in  formerly  dry  areas.  Increases  of  48  percent  in  per 
capita  consumption  occurred  and  heavy  consumption  went  up  as  well. 

We  do  not  know  what  impact  entertainment,  T.V.,  or  recreational 
facilities  in  bars  have  on  consumption.  Certainly,  the  trend  in  Ontario 
and  elsewhere  has  been  to  increase  the  recreational  attractiveness  of 
pubs.  Success  has  probably  been  considerable  and  efforts  could  be 
made  to  limit  the  number  of  youth-oriented  drinking  places. 

One  of  the  few  methods  by  which  successful  control  over  drinking  and 
drunkenness  has  been  achieved  (i.e.  in  Britain)  is  through  shortening 
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of  drinking  hours.  An  especially  interesting  experiment  might  be  to 
limit  drinking  hours  for  young  persons— e.g.  no  drinking  after  9 p.m. 
— or  to  shorten  the  drinking  hours  of  youth-oriented  drinking  places. 

Price  increases  represent  the  most  important  government  measure  for 
controlling  drinking  and  one  which  would  receive  greatest  public  sup- 
port. 

It  has  been  clearly  shown  in  Ontario  that  alcoholic  beverages  are  ex- 
tremely cheap,  comparatively  speaking.  Cost  of  beverage  alcohol  is 
decreasing.  For  example,  1 2 bottles  of  beer  cost  $ 1 .95  in  1 949  but  $2.66 
in  1969.  However,  it  took  7.2  percent  of  an  average  week’s  salary  in 
1949  to  buy  it  and  only  3.6  percent  in  1969.  The  relative  price  has  come 
down  in  Ontario.  A large  amount  of  research  indicates  that  where  rela- 
tive price  is  low,  consumption  and  problems  from  consumption  are 
very  high.  An  A.R.F.  study  done  this  year  indicated  a substantial 
willingness  on  the  part  of  the  public  to  pay  more  for  a rational  alcohol- 
price  policy.  The  greatest  willingness  is  among  young  persons. 

The  Government  of  Ontario  currently  has  underway  a three-year 
educational  program  to  increase  public  awareness  of  the  hazards  of 
heavy  consumption.  A similar  program  has  been  underway  in 
Saskatchewan  for  some  time.  Early  evaluations  indicate  an  important 
impact.  Of  some  551  people  interviewed,  80  percent  were  aware  of  the 
program  and  in  favor  of  it.  About  50  percent  thought  that  it  had 
changed  others’  drinking  habits  and  eight  percent  thought  that  it  had 
changed  their  own. 

A major  step,  of  course,  would  be  to  link  an  educational  program  about 
alcohol  hazards  with  some  definitive  change  in  the  alcohol  control  or 
pricing  system.  Studies  of  education  about  drinking  and  driving  suggest 
that  the  most  effective  programs  were  not  done  in  isolation,  but  with 
an  effective  legal  change,  e.g.  the  .08  law  for  drinking  while  driving. 

Where  Do  We  Go  from  Here  with  Youthful  Drinking? 

It  is  obvious  from  what  is  known  and  what  is  not  known  that  both 
research  and  evaluated  programs  for  youthful  drinking  problems  are 
required.  At  least  the  following  should  be  begun: 

a)  Research  on  the  nature  of  youthful  tolerance  to  alcohol  and 
on  the  nature  and  extent  of  youthful  drunkenness  and  anti- 
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social  behavior  resulting  from  drinking. 

b)  Studies  of  the  interaction  between  peers,  parents,  and  other 
social  forces  in  creating  drinking  problems. 

c)  Research  programs  on  the  extent  and  nature  of  youthful 
alcoholism,  e.g.  the  origin,  onset,  spontaneous  recovery,  and 
treatment  of  adolescent  alcoholics. 

d)  Evaluated  programs  comparing  various  psychological  and 
physical  methods  of  treating  young  alcoholics. 

e)  Development  and  testing  of  a variety  of  effective  alcohol 
education  courses. 

f)  Some  attempt  to  train  parents  in  teaching  safe  drinking  prac- 
tices. 

g)  Studies  of  therapeutic  programs  for  high  risk  young  people, 
e.g.  children  of  alcoholics,  adolescents  who  are  heavy 
drinkers  or  who  have  been  engaged  in  anti-social  behavior 
because  of  drinking. 

A large,  essentially  unknown  area  exists  for  both  research  and  evalu- 
ated program  development  in  the  area  of  youthful  drinking.  Some  en- 
couraging signs  exist  already  in  that  drinking  problems  among  young 
people  are  still  infrequent  and  the  problem  area  still  seems  manageable. 
Whether  it  remains  manageable  depends  on  the  steps  taken  to  provide 
research  and  evaluated  programs  of  the  type  described  above. 
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by  Samuel  Carter 

McMorrisj 


The  history  of  smoking  is  fast  reaching  the  end  of  its  full  cycle.  For  ap- 
proximately half  a millennium— since  Western  explorers  came  upon 
what  they  named  the  Americas  in  1492— one  ot  the  by-products  ot 
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the  cultural  interaction  between  Europeans  and  native  Americans  has 
been  the  adoption  by  the  former  of  the  tobacco  habit. 


As  soon  as  the  immigrants  became  acquainted  with  smoking  the 
peace-pipe  it  was  introduced  into  Europe  in  the  interest  of  commercial 
profits.  The  first  reaction  of  the  Europeans  was  to  strongly  oppose  the 
importation  of  the  “vile  weed.”  In  Russia  and  Turkey  smoking  tobacco 
could  be  punished  by  execution.  Other  countries  took  similarly  puni- 
tive though  less  final  solutions  to  this  new  problem. 


Perhaps  because  tobacco  is  an  addictive  drug  (by  definition,  a poison 
the  absence  of  which,  once  habituated,  leads  to  withdrawal  symptoms), 
eventually  the  Westerners,  both  those  remaining  in  the  mother  coun- 
tries and  the  migrants  to  the  New  World,  began  to  rationalize  the  pro- 
duction and  use  of  the  nicotine-bearing  plant.  Soon  it  became  one  of 
the  leading  products  of  the  southern  agricultural  states,  and  continues 
so  today.  Thus,  one  of  the  arguments,  or  rationalizations,  against  tam- 
pering with  tobacco  production  (as  threatened  by  medical  discoveries 
of  the  chemical  nature  of  tobacco  in  recent  years)  has  been  that  many 
people  would  be  put  out  of  work  if  the  industry  is  crippled. 

Weak-kneed  Laws 

Ten  years  ago,  a courageous  Surgeon  General  of  the  United  States  “dis- 
covered” and  revealed  for  all  to  see  and  know  what  many  had 
suspected  for  years  without  scientific  substantiation:  that  tobacco  con- 
tains ingredients  harmful  to  its  user.  Long  before  this  historic  move  by. 
the  nation’s  chief  medical  officer,  I had  heard  (at  about  the  age  of  10, 
for  the  first  time)  that  tobacco  stunts  growth,  shortens  the  breath, 
and  impairs  athletic  prowess.  Additionally,  there  were  occasional 
references  in  articles  and  books  to  the  possibility  of  an  undesirable 
effect  upon  the  quality  of  sperm  of  a male  user  of  tobacco,  and  the 
further  hint  that  mothers  who  smoke  might  expect  some  harm  to  the 
fetus  in  their  bodies. 

Reacting  all  too  slowly  to  the  Surgeon  General’s  pronouncements,  the 
conservative  Congress  of  the  United  States,  perhaps  because  of  the  in- 
fluence of  tobacco-belt  members,  passed  weak-kneed  laws  prohibiting 
the  advertisement  of  cigarettes  on  television  or  radio.  Nothing  was  said 
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in  this  legislation  to  similarly  restrict  the  media  commercialization  of 
cigars,  pipe  tobacco,  or  cigarette  lighters.  Deliberately  omitted  from 
control  was  advertising  in  newspapers  and  magazines  and  on  massive 
billboards,  except  to  require  that  they  warn  in  fine  print  (which  can’t 
be  seen  at  the  distance  from  which  billboards  are  usually  viewed)  that 
cigarettes  are  dangerous  to  the  health. 

Ironically  and  inconsistently,  the  federal  government  continues  to  sub- 
sidize the  production  of  tobacco  with  one  hand  while  pretending  to  dis- 
courage its  use  with  the  other.  No  one  should  be  surprised,  therefore, 
that  no  real  impact  has  been  made  by  this  spineless  legislation  upon  the 
nicotine  habit. 

Recognition  of  Non-Smokers 

The  most  recent  development  in  legislation  has  been  the  recognition, 
at  last,  of  the  rights  of  non-smokers.  Buses,  trains,  and  airplanes  now 
have  non-smoking  zones,  as  do  some  restaurants  and  theatres.  Some 
doctors  do  not  permit  their  waiting  patients,  some  of  them  no  doubt 
with  lung  complaints,  to  be  imposed  upon  by  smoking  in  the  reception 
rooms  of  hospitals  and  medical  offices.  Some  courageous  employers 
limit  smoking  to  break  periods  and  to  the  restrooms.  Signs  in  elevators 
often  convey  the  message  that  tobacco  indulgence  is  most  offensive  in 
closed  areas. 

These  measures,  while  a step  in  the  right  direction,  do  not  go  far 
enough.  What  is  needed  is  an  extension  of  the  no-smoking  zones  into 
every  area  of  human  activity.  There  should  be  a total  ban  on  smoking 
and  it  should  not  be  left  to  the  individual  decision  of  employers,  doc- 
tors, restaurateurs,  club  owners,  or  even  home  owners.  The  rights  of 
non-smokers— and  of  society  generally— require  legal  prohibition  of 
smoking. 

The  time  has  come  to  take  a firmer  stand.  First  of  all,  government  sup- 
port of  the  tobacco  industry  should  be  eliminated,  completely  and  at 
once.  At  least  this  would  establish  a consistent  policy  to  replace  the 
present  schizophrenic  one,  and  would  see  both  hands— indeed,  both 
fists  — employed  in  the  fight  against  the  human  consumption  of  this 
life-destroying  and  addicting  drug. 

Secondly,  all  tobacco  advertising  should  be  forbidden.  Since,  indeed, 


27 


there  is  no  question  about  its  harmful  effects  upon  health  and 
longevity,  the  prohibition  of  tobacco  advertising  in  any  medium  should 
have  top  priority  on  the  desks  of  our  legislative  bodies.  Laws  must  also 
be  passed  forbidding  the  consumption  of  tobacco  by  smoking. 

A Difference  in  Morals 

A few  years  ago,  if  my  memory  serves  me  right,  one  or  two  smaller 
towns  in  the  U.S.  reacted  affirmatively  to  the  Surgeon  General’s  con- 
tinuing annual  admonitions  and  presentation  of  additional  evidence  of 
the  harmful  effects  of  tobacco  use  by  passing  ordinances  with  only 
local  effect.  At  the  time,  I— and  I suspect  most  others  who  learned  of 
this  development— shrugged  off  this  legislative  attempt  as  just 
another  useless  prohibition  of  private  moral  conduct.  I have  always 
been  of  the  school  of  thought  which  holds  that  such  legislative  fiat  is 
unenforceable  and  a waste  of  time  and  money.  After  all,  the  prohibi- 
tion of  alcohol  was  reversed  in  13  short  years  by  the  21st  Amendment, 
when  it  was  realized  that  contraband  liquor  was  being  supplied  by  a 
newly  organized  underworld,  thereby  compounding  whatever  harm 
proceeded  from  the  use  of  “firewater”  in  the  first  place. 

More  mature  reflection  leads  me  to  the  conclusion  that  there  is  a 
decided  difference  between  prohibiting  alcohol  drinking  and  banning 
tobacco  smoking.  Because  of  the  manner  in  which  it  is  ingested,  the 
consumption  of  alcohol  may  properly  be  considered  primarily  a matter 
of  private  morals  and  a private  choice  of  habit.  Smoking,  on  the  other 
hand,  is  inherently  social  or  public,  since  the  fumes  discharged  into 
the  atmosphere  have  an  effect  upon  the  comfort  and  health  of  others 
present.  It  is  even  possible  that  there  is  a temporary— or  permanent- 
alteration  in  the  very  atmosphere  in  which  we  live. 

No  Specious  Arguments 

It  may  be  well  at  this  point  to  recapitulate  what  must  now  be  general 
knowledge  to  everyone— the  harmful  effects  upon  the  smoker  of  the 
ingredients  in  tobacco.  Scientists  tell  us  that  there  are  49  known 
poisons  in  tobacco  smoke.  These  include  tar,  nicotine,  carbon  monox- 
ide, nitrogen  dioxide,  ammonia,  benzene,  formaldehyde,  and  hydrogen 
sulphide.  While  a mere  listing  of  these  ingredients  may  itself  send 
shivers  up  the  spine,  it  should  be  remembered  that  these  chemicals 
collectively  lead,  in  time,  to  lung  cancer,  emphysema,  heart  disease, 
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hardening  of  the  arteries,  diminished  sexual  capacity  (in  the  male),  and 
shortened  life  spans. 

It  might  be  argued  in  the  case  of  alcohol  that  a person’s  health  as  well 
as  his  private  morality  and  his  longevity  are  his  own  business,  and  that 
if  he  wants  to  shorten  his  life  by  10  years  or  so  (perhaps  understand- 
ably in  view  of  the  hazards  and  traumas  of  living  in  our  time),  he  has  a 
constitutional  right  to  do  so.  Even  this  is  debatable,  though,  since  it  is 
known  that  alcohol  use  has  certain  secondary  social  or  public  effects, 
which  may  destroy  family  life  or  render  the  “alcoholic”  incapable  of 
adequate  functioning,  making  him  a burden  upon  the  state  and  hence 
justifying  preventive  measures  or  curative  ones.  These,  however, 
should  be  medical,  not  punitive. 

In  the  case  of  smoking,  there  is  not  even  such  a specious  argument  on 
moral  grounds  to  justify  the  emission  or  exhalation  of  the  known 
harmful  products  of  tobacco  burning  into  the  air  that  others  must 
breathe.  Recently,  certain  scientists  have  suggested  that  the  use  of 
aerosols  in  such  common  products  as  deodorants  and  hairsprays  may 
be  having  a permanent  undesirable  effect  upon  the  atmospheric  air  or 
ozone.  I suggest  that  some  inquiry  should  be  made  as  to  whetherthe  far 
more  massive  and  constant  burning  of  tobacco  products  may  have  a 
similar  or  even  more  deleterious  effect  upon  the  environment,  con- 
ceivably for  all  time  to  come. 


Elementary  Justice 

Even  if  it  is  found,  hopefully,  that  not  quite  such  dire  consequences 
flow  from  this  vicious  habit,  there  can  be  no  question  that  those  of  us 
who  are  forced  to  inhale  the  smoke  of  others  exercising  their  “right”  to 
pollute  the  air  are  exposed  to  the  same  harmful  chemicals  from  the 
burning  end  of  the  cigarette,  cigar,  or  pipe,  as  the  tobacco  addict  ingests 
from  the  puffing  end.  In  fact,  the  American  Lung  Association  shows 
that  the  sidestream  smoke  contains  greater  concentrations  of  the 
harmful  ingredients  than  are  inhaled  by  the  smoker;  twice  as  much  tar 
and  nicotine;  three  times  as  much  3-4  benzpyrene,  which  is  car- 
cinogenic; five  times  as  much  carbon  monoxide;  and  50  times  as  much 
ammonia.  There  is  also  more  cadmium,  a cause  of  emphysema,  hyper- 
tension, and  chronic  bronchitis,  burned  into  the  air  than  dragged  into 
the  smoker’s  lungs.  It  would  therefore  seem  elementary  justice  that  the 
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right  of  the  majority  of  the  populace  to  be  free  from  polluted  air  must 
prevail  over  the  questionable  right  of  others  to  shorten  their  own  life. 


Marihuana— Equally  Blamable 

Society  has  a duty  to  protect  itself  by  legally  banning  the  smoking  of 
tobacco.  I would,  at  the  same  time,  recommend  that  marihuana  smok- 
ing be  included  in  the  prohibition.  Recently  we  have  been  deluged 
with  arguments  that  marihuana  is  no  worse  than  alcohol  or  tobacco  and 
should  be  given  at  least  equal  treatment.  While  its  supporters  are  push- 
ing for  legalization,  I suspect  that  scientific  research  has  or  will  deter- 
mine that  the  ingredients  of  cannabis  smoke  are  at  least  as  dangerous 
to  health  as  those  of  tobacco  smoke.  Hence,  I agree  that  the  two  should 
be  treated  equally,  in  pari  delicto— as  of  equal  blame. 

Long-term,  habitual  smoking  of  marihuana  leads  to  something  akin  to 
emphysema  or  other  lung  defects.  It  has  been  discovered  of  late  that  its 
active  ingredients  accumulate  in  the  sexual  areas  of  the  male  body,  and 
that  there  is  some  apparent  effect  upon  sexual  function  and  upon  the 
health  of  offspring.  Pregnant  women  who  smoke  it  share  whatever 
chemicals  it  contains  with  their  developing  unborn  children,  who 
should  be  spared  from  the  bad  habits  of  ignorant  or  careless  mothers. 

That  cannabis  has  some  less  than  desirable  temporary  effects  upon 
mental  and  physical  function  can  hardly  be  disputed.  There  are  those 
who  believe  that  these  symptoms  may  become  permanent  functional 
impairment.  More  research  should  be  directed  to  this  possibility. 

I specifically  do  not  advocate  a total  ban  by  law  of  either  drug  under 
discussion  here.  Because  tobacco,  indisputably,  and  marihuana,  con- 
ceivably, are  addictive  drugs,  being  difficult  or  impossible  to  drop 
voluntarily,  there  must  be  a period  of  time  in  which  society  may  adjust 
to  such  stringent  legislation  by  permitting  the  consumers  of  these 
substances  to  continue  them  in  some  other  form  of  ingestion. 

Marihuana  can  be  eaten.  Both  drugs,  like  others,  medical  or  not,  legal 
or  illicit,  can  no  doubt  be  taken  in  solid  or  liquid  form,  in  capsules,  or 
drinks.  I believe  this  compromise  is  necessary  to  make  a scheme  of 
smoking  prohibition  reasonable,  practical,  enforceable,  and  unques- 
tionably constitutional. 
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If  eaten  or  drunk,  these  drugs  would  be  in  the  same  category  as  alcohol 
and  hence  should  not  (perhaps  could  not  enforceably)  be  banned  by 
law,  in  that  they  would  now  be  essentially  private  moral  acts.  It  may  be 
hoped  that  this  realistic  approach  to  a major  social  problem  will  tend  to 
educate  the  populace  to  the  chemical  realities  of  these  habits  so  that  an 
intelligent  choice  of  other  less  harmful  habits  would  come  as  a matter 
of  course. 

Equivalent  of  Drunk  Driving 

Some  argument  might  be  made  for  a further  compromise:  that  a man’s 
home  is  his  castle  and,  while  public  smoking  might  be  banned,  what  a 
man  does  in  his  “castle”  is  his  own  affair,  and  not  the  concern  of 
government.  However,  the  fallacy  here  is  that,  if  we  permit  this  level  of 
indulgence,  we  are  exposing  helpless  children  to  a diminution  of  their 
health  and  longevity  by  the  sins  of  their  parents. 

Our  children  belong  in  part  to  their  parents,  in  part  to  the  society  col- 
lectively, the  parens  patriae,  which  has  the  power  and  duty  to  look  to  its 
own  future  by  preserving  the  well-being  of  its  young.  Researchers 
have  found  that  lung  illness  is  twice  as  common  in  young  children 
whose  parents  smoke  at  home  compared  to  those  with  non-smoking 
parents. 

Another  comparison  of  drinking  and  smoking  may  be  in  order.  Smok- 
ing of  either  marihuana  or  tobacco  is  not  the  equivalent  of  mere 
drunkenness  but  of  drunk  driving.  More  pointedly,  it  is  like  the 
unprovoked  assault  upon  another  by  a person  under  the  influence  of 
alcohol.  Plain  drunks  may  be  tolerated,  or  treated  as  the  sick  people 
they  are.  If  they  expose  others  to  the  danger  of  their  erratic  driving  or 
make  deliberate  offensive  attacks,  they  have  placed  themselves  within 
the  province  of  the  criminal  law.  Smokers  do  not  have  the  defence  of 
not  knowing  what  they  are  doing  because  of  intoxication.  Ignorance  is 
no  such  excuse. 

I would  certainly  hope  that  a campaign  of  pubic  education  would  ac- 
company the  recommended  Prohibition  of  smoking  so  that  the 
beneficiaries  will  not  be  ignorant  of  the  law  or  the  facts  and  will  be 
more  receptive  to  this  necessary  new  restriction  on  erstwhile  freedom 
of  conduct.  In  fact,  had  our  approach  up  to  now  been  not  the  negative 
one  of  forbidding  advertising  of  tobacco  but  a massive  campaign  in  all 
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the  media  and  the  schools  against  it,  it  might  be  less  necessary  to  en- 
force a code  of  conduct  which  well-informed  people  should  choose  for 
themselves. 

Dumping  the  Habit 

The  anti-smoking  legislation  should  not  take  full  effect  until  approx- 
imately one  year  after  its  enactment.  This  would  give  the  many 
nicotine  addicts  in  our  society  a year  to  adjust  their  way  of  life  and 
either  abandon  the  habit  or  acquire  some  other  method  of  satisfying  it. 
Limited  restriction  of  smoking,  such  as  in  hospitals,  doctors’  offices, 
trains,  planes,  publicly-owned  buildings,  and  in  at  least  parts  of  busi- 
nesses open  to  the  public,  should  be  imposed  immediately. 

The  old  advertisers  who  proclaimed  that  a smoker  would  walk  a mile 
for  a Camel  did  not  suggest  the  other  side  of  the  coin,  that  he  had  to 
walk,  not  run,  since  his  habit  had  shortened  his  breath,  undermined  his 
physical  stamina.  You  may  call  for  Philip  Morris,  but  don’t  try  to  sing 
for  it  because  your  vocal  cords  have  been  impaired  by  the  chemicals  in 
your  tobacco.  The  only  way  that  there  will  not  be  a cough  in  a carload 
of  any  kind  of  cigarettes,  including  Old  Gold,  is  if  that  load  is  dumped 
or  destroyed,  not  smoked.  Inspired  by  enlightened  legislation,  we  must 
dump  and  destroy  this  habit  before  it  destroys  all  of  us. 
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by  James  G.  Rankin 


In  libraries  and  the  minds  of  men  there  is  more  than  adequate 
knowledge  to  provide  the  necessary  assistance  to  the  myriad  alcohol 
and  other  drug  damaged  men,  women,  and  children  and  to  prevent  the 
needless  addition  of  many  more.  But  are  there  in  the  hearts  and  con- 
sciences of  men  those  personal  qualities  which  are  required?  For  lack 
of  knowledge  is  not  the  problem.  Rather,  there  is  a need  to  replace  in- 
tellectual, cultural,  and  emotional  attitudes  of  fear,  hate,  prejudice,  in- 
tolerance, apathy,  ridicule,  hopelessness,  ignorance,  immorality,  de- 
viance, sickness,  insecurity,  avarice,  greed,  and  power  with  the  alter- 
nate thoughts  and  qualities  of  man.  What  is  required  is  an  individual 
and  collective  commitment  by  the  non-victims,  who,  with  compassion 
and  understanding,  must  be  prepared  to  give  and  share  the  emotional, 
intellectual,  physical,  and  Financial  resources  of  their  own  small  or  large 
worlds.  It  is  simple  and  usual  to  focus  on  the  “victims”  as  the  problem. 
However,  to  what  extent  have  the  non-victims  a greater  responsibility 
for  both  the  problems  and  their  solutions? 


This  article  is  concerned  with  the  world  of  drug  use,  and  the  constructs 


Dr.  Rankin  is  director  and  head  of  medicine  of  the  Clinical  Institute  of  the  Addiction 
Research  Foundation  and  professor  of  medicine  at  the  University  of  Toronto.  This  arti- 
cle is  adapted  from  a speech  he  presented  at  The  Seventh  Leonard  Ball  Oration  in 
Melbourne,  Australia. 


of  the  various  ruling  and  competing  philosophies,  theories,  systems, 
and  other  powers,  each  acting  to  maintain  or  achieve  its  own  unity  and 
supremacy.  The  resultant  projection  to  the  world  is  one  of  disunity, 
conflict,  and  confusion.  Meanwhile,  the  “victims”  of  this  scene  con- 
tinue to  multiply,  and  wait  in  pain  and  despair  foi  an  adequate  iden- 
tification of,  and  response  to,  their  needs. 

The  Politics  of  Narcotic  Use 

I have  chosen  to  concentrate  on  narcotic  use  in  the  United  States  and 
its  impact  internationally  because: 

a)  U.S.  problems  with  narcotic  use  have  stimulated  it  to  seek  world 
leadership  in  attempts  at  control; 

b)  the  U.S.  Federal  view  of  narcotic  control  has  been  dominant  in- 
ternationally in  official  bodies,  their  deliberations  and  conclu- 
sions; 

c)  the  U.S.  has  seen  international  control  of  narcotics  as  the  solution 
to  U.S.  problems; 

d)  to  date,  how  the  Western  World  views  or  reacts  to  narcotic  drugs 
has  been  based  mainly  on  the  U.S.  experience,  its  views  and  its 
legislation. 

David  Musto  writes  in  his  book,  The  American  Disease,  Origins  of  Nar- 
cotic Control: 

American  concern  with  narcotics  is  more  than  a medical  or  legal  prob- 
lem—it  is  in  the  fullest  sense  a political  problem.  The  energy  that  has 
given  impetus  to  drug  control  and  prohibition  came  from  profound  ten- 
sions among  socio-economic  groups,  ethnic  minorities,  and  generations, 
as  well  as  the  psychological  attractions  of  certain  drugs.  The  form  of 
this  control  has  been  shaped  by  the  gradual  evolution  of  constitutional 
law  and  the  lessening  limitation  of  federal  police  powers.  The  bad 
results  of  drug  use  and  the  number  of  users  have  often  been  exagger- 
ated for  partisan  advantage.  Public  demand  for  action  against  drug 
abuse  has  led  to  regulative  decisions  that  lack  a true  regard  for  the 
reality  of  drug  use.  Relations  with  foreign  nations,  often  the  sources  of 
these  drugs,  have  been  the  theme  in  the  domestic  scene  from  the  begin- 
ning of  the  American  anti -narcotic  movement.  Narcotic  addiction  has 
proven  to  be  one  of  the  most  intractable  medical  inquiries  ever  faced  by 
American  clinicians  and  scientists.  Disentangling  the  powerful  factors 
which  create  the  political  issue  of  drug  use  may  help  put  the  problem  in 
better  perspective. 
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The  Time 

Control  over  the  use  of  narcotics  was  initiated  and  developed  in  the  lat- 
ter half  of  the  19th  century— during  the  time  of  the  American  Civil 
War,  release  of  the  black  slaves,  migration  of  Chinese  laborers,  the 
Spanish-American  War  with  acquisition  of  the  Philippine  Islands,  and 
expansion  of  American  economic  interests  in  China.  It  continued 
throughout  the  first  half  of  the  20th  century,  which  was  a time  of 
massive  immigration  (particularly  of  the  European  poor  and  Mex- 
icans), two  world  wars,  economic  recessions,  and  concerns  regarding 
anarchy,  Bolsheviks,  socialism,  and  communist  subversion. 

Narcotic  Use  and  Its  Problems 

In  America,  crude  opium  imports  increased  from  less  than  12  grains 
per  capita  in  the  1840s  to  more  than  52  grains  in  the  1890s.  Opium  was 
used  commonly  by  the  general  population;  main  sources  being  physi- 
cians’ prescriptions  and  quack  or  patent  medicines.  Opium  smoking 
was  common  among  Chinese  immigrants  as  well  as  among  Filipinos 
and  Chinese  in  America’s  newest  acquisition,  the  Philippine  Islands. 
Compared  with  other  countries  America  had  established  a high  level  of 
opium  use  during  this  period. 

Also  during  this  period,  cocaine  was  commonly  prescribed  by  physi- 
cians and  included  in  various  remedies  and  popular  beverages  of  the 
time  such  as  Coca-Cola  and  Vin  Mariani.  The  remarkable  benefits  of 
these  beverages  were  extolled  professionally  and  commercially  by 
many  prominent  citizens.  Fortunately,  however,  during  this  period 
there  was  an  increase  in  professional  and  public  awareness  and  fear  of 
the  growth  of  a large  addicted  population  with  its  attendant  problems, 
the  number  being  estimated  in  1900  to  have  reached  250,000  people. 

On  1 2th  March,  1 9 1 1 , in  a newspaper  article  entitled,  “Uncle  Sam  is  the 
Worst  Drug  Fiend  in  the  World,”  Dr.  Hamilton  Wright,  a United  States 
Opium  Commissioner  was  quoted  as  follows: 

Of  all  the  nations  in  the  world,  the  United  States  consumes  (the)  most 
habit-forming  drugs  per  capita.  Opium,  the  most  pernicious  drug  known 
to  humanity,  is  surrounded  in  this  country  with  fewer  safeguards  than 
any  nation  in  all  Europe  fences  it  with.  China  now  guards  it  with  much 
greater  care  than  we  do;  Japan  preserves  her  people  from  it  more  in- 
telligently than  we  do  ours  who  can  buy  it  in  almost  any  form  in  every 
tenth  one  of  our  drug  stores.  Our  physicians  use  it  recklessly  in  remedies 
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and  thus  become  responsible  for  making  numberless  \ dope  fiends  ’ and 
in  uncounted  nostrums  offered  everywhere  for  sale  it  figures  in  habit 
making  quantities  without  prescription.  Even  in  Russia  medical  practi- 
tioners, recognizing  the  great  Sydenham’s  declaration  that  without 
opium  their  profession  would  go  limping,  having  guarded  it  as  one  might 
a pearl,  for  use  and  against  abuse.  A physician  there  would  no  more 
think  of  giving  it  at  ordinary  times  of  physical  or  mental  stress  than  he 
would  think  of  taking  it  himself  because  he  had  a trifling  pain  or  felt  a 
little  worry.  Here  physicians  often  are  addicted  to  the  habit,  and  they 
prescribe  opium  for  insufficient  causes  or  without  any  real  excuse.  The 
contrast  between  European  and  American  professional  ethics  is 
deplorable,  and  the  dark  side  of  the  picture  is  America’s.  A proportion 
of  our  doctors  and  a much  larger  ratio  of  our  druggists  regard  their 
liberty  to  prescribe  and  sell  as  license  to  advise  and  furnish  to  its  vic- 
tims the  narcotic  curse  upon  demand. . . .Our  people  have  become 
the  greatest  drug  fiends  in  the  world,  not  excluding  the  Chinese.  We  are 
literally  the  world’s  opium  eaters. 

It  is  interesting  to  contrast  Wright’s  statement  with  the  view  of  Repub- 
lican representative  Stephen  G.  Porter,  chairman  of  the  House  Com- 
mittee on  Foreign  Affairs,  and  an  American  representative  at  interna- 
tional narcotic  conferences.  In  1928,  Porter  denied  that  America-had  an 
inordinate  number  of  addicts  and  a high  opiate  consumption.  His  ap- 
parent aim  was  to  shift  the  blame  for  narcotic  problems  from  America 
to  those  foreign  countries  which  he  considered  were  interested  in  pro- 
moting the  illegal  narcotic  trade.  Specifically  he  was  trying  to  reinforce 
the  invalid  concept  that  the  habit  was  basically  un-American. 

The  Powers 

Various  groups  manoeuvred,  lobbied,  and  tussled  in  the  United  States 
during  this  period.  The  Moral  Reformers  were  concerned  with  in- 
dividual immorality;  any  use  of  narcotics  for  other  than  medical 
reasons  was  considered  an  unacceptable  vice,  and  medical  use  did  not 
include  the  maintenance  of  addiction.  By  contrast,  the  Pragmatic 
Reformers  were  concerned  with  solutions  which  attempted  to  control 
the  supplies  of  narcotics,  but  acknowledged  that  addicts  would  still  re- 
quire their  supplies,  and  that  successful  total  prohibition  would  he  un- 
successful. This  pragmatic  position  was  well  expressed  in  1903  by 
James  H.  Beal  of  the  American  Pharmaceutical  Association  when  in- 
volved in  the  drafting  of  a model  state  law.  He  said:  “The  principal  ob- 
jectives of  the  law  must  be  to  prevent  the  creation  of  drug  habits,  rather 
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than  to  reform  those  who  are  already  enslaved,  however  desirable  the 
latter  might  be.” 

At  this  time,  the  medical  profession  resented  legislative  intrusion  into 
its  domain  of  practice  and  responsibility.  Pharmacists  were  concerned 
lest  their  interdependent  relationships  with  physicians  be  interrupted. 
And  the  drug  trade  generally  worried  about  curtailment  of  sales  of 
popular  narcotic-containing  preparations. 

The  various  states  were  concerned  with  preserving  the  integrity  of 
their  sovereign  rights,  particularly  the  South  which  had  been  forcibly 
restored  to  the  Union.  Generally,  state  legislation  in  the  1890s  and  later 
was  based  on  the  principles  of  the  Pragmatic  Reformers  and  allowed 
the  prescription  of  narcotics  for  addicts  in  order  to  minimize  their 
suffering  and  to  help  keep  narcotic  traffic  from  going  underground. 
During  this  period,  chemical  maintenance  was  a common  but  debated 
practice. 

The  aim  at  the  Federal  level,  spearheaded  by  the  Moral  Reformers,  was 
to  eliminate  all  use  of  narcotics  except  for  medical  purposes.  The  initial 
leader  of  this  movement  was  the  Right  Reverend  Charles  Henry  Brent, 
the  First  Episcopal  Bishop  of  the  Philippines  and  later  chairman  of 
both  the  Shanghai  Opium  Conference  in  1909  and  the  First  Hague 
Conference  in  1911,  and  an  American  representative  at  later  interna- 
tional narcotics  conferences. 

In  the  various  international  meetings,  discussions,  and  negotiations 
several  different  features  are  identifiable: 

a)  America  was  the  leader  morally,  experientially,  and  politically. 
This  country  was  considered  by  others  to  know  the  most,  have 
the  largest  number  of  acknowledged  experts,  and  have  the 
greatest  commitment  to  beating  narcotics. 

b)  America’s  international  commitments,  planned  or  completed, 
became  the  basis  of  Federal  legislative  supremacy  over  the  states 
in  the  field  of  narcotic  control  and  the  raison  d’etre  for  key  nar- 
cotic control  laws. 

c)  In  order  to  have  effective  narcotic  control  within  the  U.S.,  foreign 
nations  had  to  adopt  U.S.  legislation. 

d)  In  the  face  of  complete  failure  of  each  effort  to  control  the  illegal 
sources  of  narcotics  through  international  treaty,  the  United 
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Although  a large  majority  of  addicts  in  the 
19th  century  were  white  Americans, 
foreign  groups  and  internal  minorities 
such  as  these  Chinese  miners  in 
California  were  projected  as  the  major 
problem. 


States  continued  further  along  the  pathway  of  control  in  an  at- 
tempt to  plug  each  loophole  in  turn. 

The  last  and  most  important  force  which  made  strict  control  legislation 
possible  was  the  American  public’s  growing  fear  of  addiction  and 
minority  group  use  of  drugs.  Although  it  is  clear  that  the  large  majority 
of  addicts  in  the  United  States  in  the  19th  century  were  white  Ameri- 
cans, the  view  projected  to  the  public  was  that  narcotics  were  a problem 
of  foreign  groups  and  internal  minorities.  There  is  clear  evidence  of 
how  such  inaccurate  information  was  manipulated  to  obtain  restrictive 
legislation  and  action,  not  only  against  narcotic  use  but  also  against 
supposedly  affected  minority  groups. 

The  Deviant  Minorities 

Chinese:  Opium  smoking  was  common  among  Chinese  laborers  who 
entered  the  U.S.  from  1870  onwards.  They  were  particularly  concen- 
trated in  California,  where  they  were  a focus  of  prejudice  and  fear,  and 
considered  to  be  seductive  influences  on  society  in  general  and  white 
women  in  particular.  Resentment  increased  during  the  economic 
depression  when  they  became  an  additional  burden  and  competitive 
group  on  the  labor  market.  A Federal  Act  to  prohibit  the  importation  of 
smoking  opium  was  passed  in  1909  while  the  Shanghai  Commission 
was  meeting.  This  Act  was  seen  as  a moral  obligation  and  mandatory  if 
America  was  to  save  face  at  the  Commission. 

Negroes:  Southerners  feared  that  cocaine-crazed  blacks  would  attack 
white  society  and  rape  white  women.  It  is  extremely  doubtful  if  there 
was,  in  fact,  any  significant  cocaine  use  by  blacks  at  that  time.  By  con- 
trast, cocaine  was  mainly  taken  personally  by  whites  or  used  by  white 
employers  to  increase  the  working  capacity  of  some  of  their  workers, 
e.g.  miners.  Fear  of  cocainomania  was  yet  another  excuse  for  repressive 
action  against  the  blacks  and  also  a potent  force  influencing  southern 
members  of  Cotigress  to  support  Federal  control  of  narcotics. 

Lower  Classes  and  the  Underworld:  Although  addicts  from  the  medical 
and  other  health  professions  and  their  patients  constituted  the  largest 
single  group  of  opium  addicts,  morphine  addiction  was  popularly  iden- 
tified with  the  lower  classes  and  the  criminals. 

Bolsheviks , International  Workers  of  the  World,  and  Anarchists:  In  the 
period  1917-1919,  fear  pervaded  the  U.S.  concerning  these  groups.  At 
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this  time,  an  official  report  estimated  there  were  one  million  narcotic 
addicts  in  the  U.S.  This  is  recognized  as  a gross  deliberate  exaggeration, 
perpetrated  to  inextricably  link  narcotics,  violence,  and  subversion  in 
the  national  mind  thereby  making  it  easier,  because  of  the  resultant 
fear,  to  repress  these  political  groups. 

Mexicans:  Mexican  immigration  into  the  south-west  and  west  acceler- 
ated in  the  1920s.  They  were  welcomed  as  a labor  source  but  also  feared 
as  deviants,  particularly  because  they  brought  with  them  a habit  of 
marihuana  use  to  which  was  attributed  various  forms  of  crime  and 
unacceptable  behavior.  Like  the  Chinese  before  them,  the  Mexicans 
became  a competing  minority  group  during  economic  depression.  Mr. 
Geothe,  a member  of  a nationalist  group,  the  American  Coalition,  said: 
“Marihuana,  perhaps  now  the  most  insidious  of  our  narcotics,  is 
a direct  by-product  of  unrestricted  Mexican  immigration  — Mexican 
peddlers  have  been  caught  distributing  samples  of  marihuana  to  school 
children.”  As  a result  of  intense  public  political  pressure  from  south- 
western America,  legislation  was  passed  in  1937  to  control  marihuana 
as  a narcotic. 

Communism,  Russia,  and  China : Narcotic  use  and  communism  were 
again  linked  in  the  1950s  when  Congress  passed  its  most  severe 
penalties  for  narcotic  offences.  In  1956,  the  penalty  for  a first  convic- 
tion of  possession  was  a mandatory  period  of  five  years  imprisonment, 
and  it  was  possible  for  a jury  to  pass  the  death  penalty  on  anyone  over 
18  who  was  convicted  of  selling  heroin  to  a person  younger  than  18 
years. 

Chronology  of  American  and  International  Narcotic  Legislation 

1905:  U.S.  Congress  orders  opium  prohibition  for  Filipinos  except  for 
medicinal  purposes.  Complete  prohibition  to  apply  to  all 
population  by  1908. 

1906:  U.S.  Congress  passes  the  District  of  Columbia  Pharmacy  Act 
which  sought  to  control  narcotics  but  allowed  the  prescription 
of  habit-forming  drugs  to  cure  but  not  maintain  addiction. 
1909:  a)  Shanghai  Opium  Commission  marks  the  official  beginning 
of  international  narcotics  control.  Five  resolutions  are  con- 
sidered of  prolonged  importance. 

Number  2 urged  the  gradual  suppression  of  opium  smok- 
ing. 


44 


Number  3 sought  to  limit  opium  to  its  medicinal  uses. 
Number  4 sought  to  oblige  opium  exporters  not  to  export  to 
countries  prohibiting  its  import. 

Number  5 urged  control  of  opium  and  its  derivatives. 
Number  6 recommended  scientific  investigation  of  anti- 
opium therapies. 

b)  U.S.  Congress  enacts  a law  to  ban  the  importation  of  smok- 
ing opium. 

1912:  The  Hague  Conference  calls  for  control  of  all  phases  of  prep- 
aration and  distribution  of  medicinal  opium,  morphine,  heroin, 
cocaine,  and  any  new  derivatives  with  similar  dangers. 

1913:  a)  Second  Hague  Conference. 

b)  U.S.  Senate  ratifies  the  Hague  Convention. 

1914:  a)  The  Harrison  Act  is  passed  by  the  U.S.  Congress,  eliminat- 
ing the  use  of  narcotics  except  for  medicinal  purposes, 
b)  The  Third  Hague  Conference. 

1919:  U.S.  Supreme  Court  rules  that  the  supply  of  narcotics  for  main- 
tenance is  illegal. 

1923:  First  Geneva  Conference. 

1924:  a)  U.S.  Congress  passes  a law  to  prohibit  the  importation  of 
crude  opium  for  the  manufacture  of  heroin, 
b)  Second  Geneva  Conference  produces  the  Geneva  Conven- 
tion. 

1930:  Third  Geneva  Conference  on  the  limitation  of  the  manufac- 
ture of  narcotic  drugs. 

1936:  Conference  for  the  Suppresion  of  the  Illicit  Traffic  in  Danger- 
ous Drugs. 

1937:  U.S.  Congress  passes  the  Marijuana  Tax  Act  to  totally  prohibit 
marihuana. 

1961:  United  Nations  Plenipotentiary  Conference  approves  the 
Single  Convention  on  Narcotic  Drugs,  New  York. 

1971:  Vienna  Conference  drafts  the  Convention  on  Psychotropic 
Substances. 


The  following  statement  has  been  made  about  this  last  Convention: 
Opium-producing  countries,  subject  to  the  Single  Convention  on  Nar- 
cotic Drugs,  view  ratification  of  the  Psychotropic  Convention  as  a 
legitimate  requirement  for  the  more  industrialized  countries  to  demon- 
strate their  concern  about  non-narcotic  drug  abuse.  The  United  States 
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“The  Emigrant  Train’’ became  a source  of 
concern  in  the  early  19th  century  when 
alcohol  was  blamed  for  the  violence  and 
riotous  behavior  of  immigrants  and  other 
poor. 


in  particular  has  viewed  ratification  of  the  Psychotropic  Convention  as 
a quid  pro  quo  for  approval  by  the  opium-producing  countries  of  a re- 
cent political  strengthening  of  the  Single  Convention. 


Attempts  at  Control 

There  were  some  interesting  attempts  by  U.S.  government  agencies  to 
suppress  the  truth  in  the  United  States  regarding  narcotic  control.  I 
have  already  illustrated  ways  in  which  political  manipulation,  misrepre- 
sentation of  information,  and  playing  on  the  public’s  fear  of  narcotics 
made  it  possible  for  those  representing  Moral  Reform  to  absolutely 
prohibit  non-medical  use  of  narcotics  in  the  U.S.  Having  achieved  this 
objective,  it  became  crucial  for  those  in  control,  specifically  the  Nar- 
cotic Division  of  the  U.S.  Treasury  Department,  which  was  later  suc- 
ceeded by  the  Federal  Bureau  of  Narcotics,  to  avoid  the  promulgation 
of  contrary  views  on  the  problems  of  narcotic  use  and  how  they  should 
be  solved. 

The  Shreveport  Clinic:  Between  1919  and  1923,  Dr.  Willis  P.  Butler  oper- 
ated the  Shreveport  Clinic  in  Louisiana  with  a program  of  state 
authorized  addiction  maintenance.  The  clinic  presented  particular 
problems  to  the  Narcotic  Division  as  it  showed  every  evidence  of  being 
successful,  and  yet  was  contrary  to  the  federal  legal  principle  which  for- 
bade maintenance.  The  success  of  the  clinic  prompted  many  requests 
from  others  who  wished  to  start  maintenance  clinics.  The  clinic  was  in- 
vestigated three  times  by  the  Narcotic  Division.  The  first  two  investiga- 
tions praised  both  the  clinic  and  Dr.  Butler.  Eventually,  the 
chief  narcotic  agent  in  the  division  found  an  infraction.  Dr.  Butler  was 
head  “. . .of  an  organization  of  propaganda  in  support  of  the  clinic  and 
covertly  in  opposition  to  the  Harrison  Narcotic  Laws.”  The  clinic  was 
then  closed  by  the  Narcotic  Division.  It  is  reported  that  during  the 
operation  of  the  clinic  there  was  virtually  no  trafficking  in  morphine 
and  cocaine  in  Shreveport,  whereas  six  months  after  its  closure 
morphine  and  cocaine  were  readily  available  from  illicit  sources. 

The  Joint  Committee  of  the  American  Bar  Association  and  the  American 
Medical  Association  on  Narcotic  Drugs:  In  1955  the  A.B.A.  and  the 
A.M.A.  appointed  a Joint  Committee  on  Narcotic  Drugs.  Its  report, 
“Drug  Addiction:  Crime  or  Disease?,”  published  in  1959,  was  a moder- 
ate report  which  questioned  the  validity  of  severe  legal  penalties  and 
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the  possibility  of  experimental  outpatient  clinics  dispensing  narcotics 
to  addicts.  Attempts  were  made  by  the  Federal  Bureau  of  Narcotics  to 
prevent  the  publication  of  this  report.  When  these  efforts  failed  the 
commissioner,  Harris  J.  Anslinger,  created  an  Advisory  Committee  to 
the  Federal  Bureau  to  reply  to  the  A.B.A.-A.M.A.  Committee  Interim 
Report.  The  rival  report  is  described  as  a “symposium  of  intemperate 
and  vituperative  criticism  of  the  Joint  Committee,  its  work,  and  other 
persons  known  to  be  in  some  degree  sympathetic  with  its  viewpoint.” 
This  report  was  published  in  1959  with  a title,  format,  and  color  which 
made  it  hard  to  distinguish  it  from  the  Interim  Report  itself. 

The  American  Central  Intelligence  Agency  and  Politics  of  The  Heroin  Trade 
in  South  East  Asia:  To  what  extent  is  the  law  vulnerable  to  violation  for 
political  advantages  and  expediency?  Earlier  in  this  article  it  was  seen 
how  the  United  States  has  been  the  world  leader  in  efforts  to  suppress 
illicit  production  and  trade  in  narcotics.  Therefore,  it  comes  as  a shock 
to  find  evidence  that  the  U.S.  Central  Intelligence  Agency  supported 
the  transportation  of  opium  and  heroin  produced  by  the  Meo  guerrillas 
in  north  eastern  Laos  from  1965  until  1971.  There  is  further  evidence 
of  heroin  from  this  source  ultimately  being  shipped  to  the  U.S.  for  dis- 
tribution. All  of  this  is  recounted  by  Alfred  McCoy  and  Kathleen  Read 
in  their  book,  Politics  of  the  Heroin  Trade  in  South  East  Asia.  They  also 
produced  evidence  of  involvement  of  the  United  States’  Office  of 
Strategic  Services,  the  O.S.S.,  with  members  of  the  mafia  in  Europe  at 
the  end  of  and  after  World  War  II  and  proposed  that  this  association 
was  largely  responsible  for  the  post-war  re-establishment  of  that  crimi- 
nal organization  and  its  trade  in  narcotics. 


The  Politics  of  Alcohol  Use 

In  his  book,  The  Wowsers,  Keith  Dunstan  summarizes  the  key  issues 
dominating  the  politics  of  alcohol  use  in  Australia  and  elsewhere  dur- 
ing the  period  from  the  early  1800s  until  the  late  1960s.  In  the  in- 
troduction to  the  chapter  on  “The  Evil  of  the  Demon  Drink”  he  says: 
In  the  nineteenth  century  the  belief  grew  in  Australia  and  in  many 
countries,  that  drink  was  the  cause  of  all  evil.  If  only  man  would  banish 
alcohol,  crime  would  cease,  the  gaols  would  be  emptied,  lunacy  would 
disappear,  husbands  would  remain  faithful  to  their  wives,  the  enormous 
wealth  spent  on  drink  would  be  spent  on  culture,  and  in  the  new  splen- 
didly dry  community  Eldorado  would  be  at  hand. 
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Alcohol  Control  — the  Time 

There  is  a marked  overlap  of  the  periods  of  attempted  narcotic  and 
alcoholic  beverage  control  and  some  of  the  important  social  factors  are 
common  to  both  fields.  Concern  to  control  the  consumption  of 
alcoholic  beverages  became  clearly  manifest  in  the  early  19th  century 
in  Europe,  North  America,  Australia,  and  New  Zealand.  This  was  a 
time  of  little  control  over  the  distribution  and  consumption  of  alcoholic 
beverages,  except  for  excise  purposes.  The  period  antedated  that  of 
narcotic  control  and  reached  its  peak  in  the  1920s  when  Prohibition 
was  enacted  in  the  United  States,  Canada,  Sweden,  Denmark,  and  Fin- 
land. Since  the  end  of  World  War  II,  legislation  concerning  alcoholic 
beverages  has  been  progressively  liberalized.  There  is  little  evidence 
that,  once  Prohibition  was  repealed,  the  remaining  or  subsequent  legis- 
lation has  had  any  influence  on  levels  of  alcohol  consumption, 
although  it  has  affected  patterns  and  circumstances.  Today,  except  in 
Finland,  state  liquor  monopolies  appear  to  exist  for  little  more  than  the 
promotion  of  sales,  the  antithesis  of  the  original  purposes. 

I will  not  attempt  to  explore  the  problems  of,  associated  with,  or 
blamed  on  alcohol  use  except  to  focus  on  the  causes  for  worry  in  the 
early  19th  century.  During  this  time  of  rising  per  capita  consumption  of 
spirituous  liquors,  alcohol  use  was  linked  with  violence  and  riotous 
behavior  of  immigrants  and  other  poor.  Alcohol  was  thought  to  be  sin- 
ful and  blamed  by  many  as  the  origin  of  many,  if  not  all,  social,  family, 
or  personal  ills. 

The  Powers 

The  initial  Temperance  Movement  appeared  in  England,  North 
America,  and  Australia  in  the  early  1800s.  It  was  concerned  with  prob- 
lems of  alcohol  use,  and  suggested  pragmatic  solutions,  specifically 
moderation  in  the  quantities  of  alcohol  consumed  and  the  avoidance  of 
spirituous  liquors. 

This  movement  was  succeeded  and  eclipsed  by  the  Total  Abstinence 
Movement  which  was  concerned  with  morals.  There  were  strong  asso- 
ciations with  the  non-conformist  churches,  Methodist,  Presbyterian, 
Congregational,  and  Baptist,  as  well  as  the  Suffragette  Movement.  This 
abstinence  movement  was  inextricably  linked  with  that  of  other  move- 
ments for  moral  reform.  By  a process  of  example,  “education,”  and 
ultimately  by  the  use  of  political  force,  the  well  organized  Abstinence 
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Movement  had  enacted  in  Europe,  North  America,  Australia,  and  New 
Zealand,  a series  of  laws  invoking  either  prohibition  or  restrictions  on 
the  conditions  governing  the  sale  and  consumption  of  alcoholic 
beverages. 

All  of  these  laws  on  alcohol  control  failed  to  achieve  their  moral  objec- 
tives as  have  other  attempts  to  legislate  morality.  Most  people  did  not 
consider  that  drinking  alcohol  was  morally  wrong,  the  law  was  ignored 
or  ridiculed,  legal  or  illegal  practices  grew  up  to  circumvent  it,  and, 
specifically  in  the  United  States,  criminals  profited  as  illegal  production 
was  stimulated.  Before  national  prohibition,  “wet  states”  could  profit 
from  beverage  sales  to  people  in  adjacent  “dry  states,”  and,  for  a 
period,  legal  Canadian  manufacturers  could  profit  from  U.S.  prohibi- 
tion. The  ultimate  general  view  of  U.S.  prohibition  is  that  it  was  dis- 
astrous. However,  this  is  a major  overstatement  which  will  be  clarified 
later  because  there  is  no  doubt  that  during  this  period  the  problems  as- 
sociated with  alcohol  use  were  dramatically  reduced. 

In  Canada,  the  battle  was  between  the  Total  Abstinence  Groups  on  the 
one  hand  and  the  alcoholic  beverage  industry  on  the  other.  Ultimately, 
public  thirst  and  commerce  prevailed.  Today  through  Europe,  ^North 
America,  Australia,  and  New  Zealand  there  is  a progressive  rise  in  the 
consumption  of  alcohol,  the  only  exception  being  France  which  has  a 
declining  consumption  after  having  reached  what  may  have  been  a 
saturation  point  psychologically,  physically,  and  socially.  If  the  present 
trend  continues,  it  is  quite  possible  all  these  countries  where  alcohol  is 
culturally  accepted  and  vigorously  promoted  will  reach  per  capita  le  vels 
similar  to  those  of  Italy  and  France.  There  is  currently  no  valid  reason 
why  they  shouldn’t.  The  initial  temperance  view  is  no  longer  heard 
and  the  Total  Abstinence  forces  have  never  recovered  from  their 
defeat. 

Politics  of  Narcotic  and  Alcohol  Use— Some  Comparisons  and 
Contrasts 

There  are  some  remarkable  similarities  and  equally  strange  contrasts 
between  the  social  responses  to  alcohol  and  narcotic  use  and  their 
problems: 

a)  Concerns  arose  at  about  the  same  time  (i.e.  during  the  19th  cen- 
tury), and  in  the  same  countries. 

b)  U.S.  concerns  and  views  re  narcotics  have  overshadowed  and 
dominated  those  of  other  countries. 
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“Pleading  with  a Saloon  Keeper’’  was 
part  of  women’s  crusade  against 
intemperance  during  the  1800’s  Total 
Abstinence  Movement. 


c)  Initial  reformers  on  the  scene  were  pragmatic.  Their  aim  was  tem- 
perance. They  wished  to  control  the  degree  of  availability  in  order 
to  reduce  consequences.  However,  they  also  realized  that  it  was 
impossible  to  control  the  needs  of  those  who  were  addicted.  It  is 
unfortunate  that  these  temperance  views  were  overshadowed  by 
those  of  the  Moral  Reformers  and  as  a result,  this  group  was  lost 
as  a force  and  its  concepts  lost  as  an  ideal.  This  loss  of  an  influen- 
tial temperance  view  is  particularly  important  in  the  field  of 
alcohol  use  today. 

d)  The  Moral  Reformers  tried  to  legislate  morality  and  particularly 
focused  on  the  concept  that  non-medical  use  of  narcotics  or 
alcohol  was  immoral  and  should  not  be  permitted,  and  then 
shrewdly  pointed  to  the  “deviant”  behavior  of  minority  groups  as 
examples  of  the  consequences  of  deviant  behavior  coupled  with 
psychoactive  substances. 

e)  The  application  of  the  alcohol  and  narcotic  control  laws  varied  in 
both  their  effectiveness  and  consequences.  Since  the  early  1800s, 
legal  approaches  have  ultimately  been  ineffective  in  controlling 
levels  of  alcohol  consumption  or  the  non-medical  use  of  nar- 
cotics. In  the  case  of  alcohol,  the  law  was  ultimately  seen  as  irrele- 
vant and  contrary  to  public  interest  and  legislation  was  correspon- 
dingly repealed  or  liberalized.  It  can  generally  be  said  that  society 
no  longer  reacts  as  if  alcohol  is  much  of  a danger.  By  contrast,  nar- 
cotic drugs  are  still  feared  as  major  threats  to  Western  cultures. 
The  topics  of  marihuana  and  narcotics  are  ones  of  high  emotion 
and  extreme  conviction.  Even  though  the  consequences  of 
alcohol  use  are  far,  far  greater  in  frequency  and  severity  than  nar- 
cotic use,  the  focus  of  the  media  and  public  emotion  remains  on 
narcotics  and  marihuana.  This  view  is  reinforced  at  legal  and  po- 
litical levels:  the  drug  problem  is  narcotics  and  deviance— they 
should  be  controlled. 

In  the  case  of  alcohol,  focus  has  shifted  from  alcohol  as  being  the  prob- 
lem to  alcohol  being  no  problem.  The  problem  is  now  seen  as  those 
who  suffer  from  the  disease,  alcoholism.  This  deviant  or  sick  group 
should  be  treated  and  the  remaining  population  should  be  taught  how 
to  handle  alcohol  in  safer  ways— by  combining  eating  and  drinking  and 
avoiding  the  utilitarian  use  of  alcohol.  This  is  particularly  the  view  in 
North  America,  and  more  specifically  the  United  States,  among  scien- 
tists, therapists,  government  agencies,  and  the  liquor  industry.  The 
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message  is— alcohol  is  the  servant  of  man;  it  is  no  problem  to  those 
who  learn  to  use  it  sensibly. 

Problems  of  Alcohol  Use  - the  Politics  of  Prevention 

The  prevalence  of  alcohol-injured  people  in  Western  and  other 
cultures  progressively  increases.  Even  if  we  can  increase  our  present 
token  therapeutic  efforts,  we  will  still  be  faced  with  a problem  of  ever- 
increasing  magnitude.  Do  we  accept  defeat  or  do  we  move  again  to  try 
and  surmount  the  problem  by  prevention,  but  this  time  in  very 
different  ways?  The  mental  health  approach  has  focused  the  preven- 
tive attack  on  mental  and  social  health  of  the  individual  and  his  en- 
vironment, i.e.  mental  and  social  illness  are  the  causes  of  alcohol-rel- 
ated problems.  To  date  this  approach  has  been  spectacularly  unsuc- 
cessful and  also  misleading.  While  acknowledging  that  in  any  society 
there  is  a small  proportion  who  will  become  alcohol  dependent  due  to 
disturbed  emotions  and  behavior,  societies  do  not  appear  to  be  becom- 
ing sicker  mentally  or  socially  and  therefore  drinking  more.  Rather,  ris- 
ing levels  of  alcohol  consumption  are  the  causes  of  these  ills.  Unfor- 
tunately, such  a view  is  unpleasant,  unpalatable,  and  typically  rejected 
because  it  really  has  implications  for  those  of  us  who  consider  our- 
selves sensible  with  regard  to  alcohol  use.  It  is  also  contrary  to  the  view 
of  a major  economic  force  in  society— the  liquor  industry— and  those 
who  profit  economically  and  otherwise  from  its  strength  and  growth. 

However,  if  our  per  capita  consumption  in  Canada  continues  to  rise, 
then  it  may  ultimately  reach  that  of  France  of  25  litres  of  absolute 
alcohol  per  year.  In  France,  about  50  per  cent  of  all  hospital  beds  are  oc- 
cupied by  patients  suffering  from  alcohol-related  diseases  which  ac- 
count for  40  percent  of  the  health  costs.  This  dilemma  must  be  faced 
and  a choice  made  with  regard  to  possible  solutions. 

How  Can  the  Problem  of  Alcohol  Use  Be  Reduced? 

In  those  countries  where  most  of  the  adult  population  drinks,  relative 
cost  of  alcohol  appears  to  be  the  dominant  factor  affecting  per  capita 
consumption.  Consumption  rises  in  a somewhat  curvilinear  fashion  as 
the  relative  price  falls.  Relative  price  has  fallen  more  or  less 
progressively  since  1933.  This  knowledge  provides  a basis  for  effec- 
tively countering  the  current  mounting  problems  of  alcohol  use. 
Further  increases  could  be  prevented  by  stabilizing  the  present  relative 
cost  of  alcohol  at  its  present  level  and  thereby  stabilizing  per  capita 
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This  engraving,  entitled,  “One  more 
mouth  to  feed,  ” dramatizes  the  belief  by 
many  that  alcohol  was  the  origin  of  many, 
if  not  all,  social,  family,  or  personal  ills. 


consumption.  Alternatively,  attempts  could  be  made  to  decrease  the 
prevalence  of  alcohol  problems  by  increasing  the  relative  cost  and 
thereby  lowering  the  per  capita  consumption. 

Importantly,  such  measures  are  not  likely  to  have  any  major  impact  on 
those  who  have  an  established  dependence  on  alcohol.  In  general,  that 
dependent  population  will  always  endeavor  to  obtain  its  alcoholic 
needs.  However,  the  proportion  of  alcoholics  and  hazardous  drinkers  is 
dynamic  and  the  action  proposed  would  reduce  the  proportion  of  the 
drinking  population  who  become  dependent  or  hazardous  drinkers.  In 
1973  the  final  report  of  the  Commission  of  Inquiry  into  the  Non-Medi- 
cal Use  of  Drugs,  The  LeDain  Commission,  said  of  alcoholism: 

From  almost  any  point  of  view  the  effects  of  the  excessive  use  of 
alcohol  are  more  harmful  than  those  of  any  other  form  of  non-medical 
drug  use.  If  we  take  the  total  evidence  of  such  effects— which  reflects 
the  total  number  engaged  in  excessive  use  of  alcohol— there  is  little 
comparison  with  other  drugs. 

However,  with  regard  to  suggested  economic  control  of  alcohol  con- 
sumption, the  Commission  went  on  to  state  the  political  realities  and 
problems: 

The  existence  of  a highly  profitable  liquor  industry,  legal  distribution 
and  a large  government  revenue  from  sale,  all  makes  it  quite  clear  that 
we  cannot  look  to  any  significant  restrictions  on  availability  as  a poten- 
tial mechanism  to  reduce  the  extent  of  alcohol  use  .... 

Finally,  it  seems  unlikely  that  the  general  public  would  support  the 
level  of  taxation  and  law  enforcement  which  would  be  required  to 
bring  about  a substantial  change  in  heavy  alcohol  consumption. 


It  is  important  to  emphasize  that  no  matter  how  theoretically  worth- 
while the  economic  control  of  alcohol  consumption  appears,  it  can  only 
be  effective  if  it  is  supported  by  a committed  electorate,  knowledgeable 
about  the  problems  of  drug  use  and  how  these  problems  may  be  solved. 
One  of  the  important  aims  of  education  in  this  field  is  surely  to  create 
such  an  informed  electorate,  which  not  only  supports  but  in  fact  de- 
mands government  action  to  effectively  and  realistically  bring  under 
control  the  rising  per  capita  consumption  of  alcohol. 


As  a community  in  Canada  I recommend  that: 

a)  we  develop  a unity  of  purpose  with  clear  goals  and  objectives; 
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b)  we  develop  an  effective  forum  and  means  whereby  these  goals 
and  objectives  can  be  identified  and  achieved.  (There  is  a need  to 
develop  and  harness  interest  and  commitment  and  for  all  of  those 
who  can  help  solve  the  problem  of  alcohol  and  drug  use  to  share 
planning,  responsibility,  resources,  and  power.) 

c)  we  recognize  that  the  development  of  an  effective  forum  and 
means  of  achieving  these  goals  and  objectives  will  require  a shar- 
ing of  power  and  resources  by  individuals  both  inside  and  outside 
of  government  and  its  services,  a sharing  which  so  far  has  not 
been  achieved; 

d)  we  must  first  utilize  currently  available  knowledge  to  help  reduce 
the  problems  of  alcohol  and  drug  use  before  seeking  more 
knowledge.  (This  is  not  a time  to  carry  out  more  research  or  have 
more  enquiries  unless  it  can  be  clearly  shown  that  such  investiga- 
tions are  a means  of  achieving  our  objectives.  Sometimes  in- 
vestigative activity  appears  to  be  more  of  a defusing  device  which 
allows  time  to  pass  while  the  community  passes  through  a crisis  or 
a peak  of  concern.) 

e)  we  must  ensure  that  our  health  and  social  resources  are 
developed  and  used  in  such  a way  that  it  is  possible  for  all  alcohol 
and  drug  damaged  individuals  to  receive  care  within  these 
resources; 

f)  we  must  recognize  that  the  rising  consumption  of  alcohol  is  out  of 
control.  (Currently  there  are  no  restraining  forces.  We  must 
decide  whether  to  accept  this  fact  and  try  and  prevent  further 
rises  in  per  capita  consumption  with  its  attendant  consequences 
or  behave  like  an  ostrich  and  ignore  this  fact.) 

g)  finally,  we  must  as  a community  recognize  our  responsibility  both 
for  and  to  the  victims  of  alcohol  and  drug  use. 

The  past  history  of  alcohol  and  drug  use  and  its  problems  is  a political 
history,  a history  of  identifiable  forces  which  somehow  must  be  har- 
nessed to  common  goals  so  that  present  and  future  history  is  one  of 
achievement.  If  we  as  a group,  or  as  a nation,  have  such  a commitment 
in  our  minds  and  hearts,  then  the  future  history  of  this  nation  in  the 
field  of  alcohol  and  drug  use  can  be  one  of  success  and  achievement. 
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IRRAY 


by  Richard  W.  Thoreson 


R IMPLICATION  FOR  TREATMENT 


Throughout  the  ages,  alcohol  has  had  an  extraordinary  appeal  to 
mankind  as  a means  of  altering  consciousness.  The  simultaneous 
fascination  and  dread  alcohol  produces  was  noted  by  Oliver 
Wendell  Holmes,  Jr.  who  suggested  in  1918  that  “there  is  in  all  men  a 
demand  for  the  superlative,  so  much  so  that  the  poor  devil  who  has  no 
other  way  of  reaching  it  attains  it  by  getting  drunk.” 

However,  along  with  the  appeal  of  alcohol,  certain  assumptions  have 
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developed  about  its  use  and  abuse.  This  article  will  attempt  to  deal  with 
those  assumptions  through  a discussion  of  four  basic  questions. 

Question  One:  Is  Alcoholism  a Disease? 

This  question  has  caused  a good  deal  of  controversy  during  the  past 
decade.  Rather  than  viewing  alcoholism  solely  in  terms  of  its 
physiological  effects,  it  would  seem  to  be  more  representative  to  view  it 
as  both  a disease  and  as  a form  of  social  deviance.  This  dualistic  view  is 
not  in  opposition  to  the  disease  conceptualization  of  alcoholism  pro- 
vided by  E.  M.  Jellinek  who  argued  that  “a  disease  (alcoholism)  is  what 
the  medical  profession  recognizes  as  such.”  The  fact  that  the  medical 
profession  is  not  able  to  explain  the  etiology  of  alcoholism  does  not 
constitute  proof  that  it  is  not  an  illness.  Many  instances  can  be  iden- 
tified in  medical  history  of  diseases  which  are  unquestionably  medical 
problems  whose  nature  was  unknown  for  many  years. 

Alcoholism  cannot  be  defined  solely  as  a disease,  however.  It  con- 
stitutes an  illness  that  presents  society  with  a type  of  deviation  from 
normality  that  has  led  to  the  development  of  ambivalent  societal  at- 
titudes toward  alcoholism,  i.e.  fear  and  revulsion  on  the  one  hand,  and 
sympathy  and  acceptance  on  the  other. 

The  stigma  of  alcoholism,  then,  stems  from  the  ambivalence  shown  by 
society,  the  hurt  to  the  individual  versus  the  harm  to  society.  Psy- 
chologists E.M.  and  R.H.  Blum  suggest  there  is  clear  evidence  that 
society  will  act  to  protect  man  from  the  damaging  effects  of  alcohol  to 
the  extent  that  a menace  against  society  is  perceived.  Thus,  when  the 
deviant  behavior  is  perceived  as  threatening  to  society  and  community, 
power  is  exercised  to  control  or  coerce  the  deviant  individuals. 
However,  once  the  deviant  behavior  is  accepted  (as  in  the  case  of  men- 
tal retardation),  there  can  be  a more  rational,  less  punitive  effort  made 
to  help  the  individual  overcome  the  debilitating  effects  of  the  illness. 
In  alcoholism,  this  positive  approach  can  be  seen  in  the  efforts  toward 
decriminalization  of  alchol-related  offences.  Yet  that  the  stigma  con- 
tinues cannot  be  contested. 

Most  societies  have  this  “harm-hurt”  orientation.  The  greater  the  ten- 
dency for  society  to  consider  the  behaviors  to  be  dangerous,  the  greater 
the  focus  on  punishment.  Contrariwise,  the  greater  the  tendency  for 
society  to  consider  the  behaviors  to  be  a threat  to  the  individual,  the 
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greater  the  focus  will  be  on  humanitarian  treatment.  This  has  impor- 
tant implications  for  treatment,  since  professionals  in  the  field  define 
alcoholism  as  a disease,  and  yet  the  general  public  defines  it  primarily 
as  deviant  behavior.  Persons  whose  behavior  becomes  visibly  obnox- 
ious to  others  (as  in  public  drunkenness,  family  disputes,  violations  of 
laws,  destructive  behavior  of  self  or  others)  are  singled  out  as  suffering 
from  alcoholism. 

This  latter  category  includes  two  types  of  drinkers  according  to  the 
Blums.  The  first  group  is  those  persons  who  are  considered  by  society 
to  be  morally  inferior  or  delinquent.  The  second  basic  group  includes 
those  whose  disapproved  drinking  habits  are  shared  only  by  a minority 
of  others  in  the  community.  .“The  implication  is  that  not  only  must  the 
drinker  be  denigrated  but  he  must  be  politically  weak  before  coercive 
measures  are  applied.”  In  this  sense,  alcoholism  is  considered  an  illness 
in  the  same  way  mental  illness  is  considered  an  illness  or  disease  (i.e.  it 
is  defined  principally,  by  deviant  behavior).  It  is  only  in  the  latter 
stages  of  alcoholism  that  the  illness  definition  embraces  definite  physi- 
cal symptoms,  e.g.  toxic  psychosis,  cirrhosis  of  the  liver,  polyneuritis, 
etc. 

For  the  10  percent  of  alcoholics  whose  behavior  is  markedly  deviant 
from  societal  norms  or  who  exhibit  demonstrable  physical  symptoms, 
the  diagnosis  and  concommitant  treatment  of  alcoholism  is  straightfor- 
ward. However,  for  the  90  percent  of  the  alcoholics  and  alcohol  abusers 


". . . professionals  in  the  field  de- 
fine alcoholism  as  a disease,  and 
yet  the  general  public  defines  it 
primarily  as  deviant  behavior." 
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who  cannot  be  characterized  by  either  deviant  behavior  or  noticeable 
physical  symptoms— people  who  are  often  plateau  drinkers  as  opposed 
to  binge  drinkers,  who  hold  regular  jobs,  and  have  intact  families— it  is 
not  so  simple.  The  dilemma  that  the  disease  concept  of  alcoholism  cre- 
ates is  aptly  described  by  Jo  Coudert  in  his  book  The  Alcoholic  in  Your 
Life.  He  contends  that  the  diagnosis  of  alcoholism  places  the  alcoholic 
in  an  awkward  position: 

He  can  go  on  drinking,  which  confirms  the  diagnosis  of  alcoholism  (or)  he 
can  stop  drinking,  which  demonstrates  that  he  is  not  an  alcoholic  and  en- 
titled to  drink  by  choice,  which  he  proceeds  to  do  and  thereby  proves  that  he 
is  an  alcoholic. 

Thus,  the  90  percent  who  share  with  the  socially  deviant  all  of  the 
usual  physical  symptoms  of  alcoholism  (i.e.  increased  tolerance,  cell 
adaptation,  withdrawal  symptoms,  and  loss  of  control)  are  not  generally 
defined  as  alcoholics  nor  treated  as  such.  This  leads  us  to  a fundamental 
issue  in  the  treatment  of  alcoholism  and  links  directly  to  a second  basic 
question. 

Question  Two:  Do  We  Have  the  Right  To  Force  Treatment? 

Does  society  have  the  right  to  force  treatment  on  those  alcoholics 
whose  behavior,  because  it  deviates  sufficiently  from  societal  norms, 
can  be  construed  as  dangerous  to  self  and  others?  The  answer  for  such 
persons  seems  to  be  yes.  But  what  of  the  other  90  percent— do  we 
have  the  right  to  deliberately  precipitate  crises?  Surely  at  the  very  least, 
as  a fundamental  postulate  of  early  intervention,  we  have  the  respon- 
sibility to  see  that  education  and  treatment  is  available  to  the  sufferer 
and  his  family. 

It  is  important  in  considering  the  issues  in  treatment  of  the  alcohol 
sufferer  that  we  remain  aware  of  the  sanction  that  society  gives  to 
heavy  drinking.  Only  when  heavy  drinking  is  socially  deviant  is  it  cen- 
sured in  our  culture.  It  is  small  wonder,  considering  the  ambivalent  at- 
titudes about  drinking  held  by  society  and  the  resultant  stigma  attached 
to  it,  that  alcohol  sufferers  fear  and  avoid  identification  and  treatment. 
It  is  this  fact  of  extraordinary  ambivalence  in  our  society  that  makes  it 
very  difficult  for  an  alcoholic  to  voluntarily  seek  and  accept  help. 

The  abusive  drinker,  it  can  be  argued,  has  a perfect  right  to  behave  in  a 
manner  that  appears  to  be  offensive  or  self-destructive.  Yet  it  can  also 
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be  argued  that  we  have  an  obligation  to  provide  sufficient  information, 
without  moralizing  or  using  scare  tactics,  about  typical  symptoms  and 
effective  treatment  of  alcoholism.  This  can  be  done  through  educa- 
tional programs  to  the  general  public,  to  families  of  alcoholics,  and  to 
industry  and  schools.  Such  information  should  be  designed  to  reduce 
societal  stigma  and  disgrace,  such  that  the  alcohol  sufferer  will  be  en- 
couraged to  receive  treatment.  Furthermore,  we  have  a parallel  respon- 
sibility to  educate  those  persons  close  to  the  alcoholic  in  methods  of 
coping  with  alcoholic  manipulation  and  thusly,  maximize  the 
possibility  of  the  abuser  entering  treatment. 

Due  to  our  ambivalence  toward  alcoholism,  many  of  the  behaviors  of 
alcoholics  characteristically  found  in  the  earlier  stages  go  unheeded, 
since  they  are  not  dangerous  to  society.  In  view  of  the  success  of  early 
intervention  and  in  order  to  treat  the  alcohol  sufferer  humanely,  we 
need  to  delineate  the  two  cornerstones  of  our  ambivalence— hurt  to 


"Due  to  our  ambivalence  toward 
alcoholism,  many  of  the  behaviors 
of  alcoholics  characteristically 
found  in  the  earlier  stages  go 
unheeded,  since  they  are  not  dan- 
gerous to  society." 
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the  individual  and  harm  to  society.  Symptom  lists  should  be  developed 
appropriate  to  persons  within  a particular  subculture  that  include  a 
delineation  of  these  early  symptoms  of  alcohol  abuse  within  that  par- 
ticular group  that  do  not  relate  to  behaviors  that  are  harmful  to  society. 
This  pattern  of  “hurt”  symptoms  then  can  lead  to  the  development  of 
appropriate  treatment  strategies  that  are  based  upon  the  unique  pat- 
terning of  alcoholism  within  a particular  subculture.  For  example, 
symptons  of  alcohol  abuse  among  white  collar  managerial  workers 
could  include  plateau  drinking,  two-hour  (three  martini)  lunches,  on- 
the-job  absenteeism  and  the  cocktail  party  circuit.  These  could  be  con- 
sidered “dangerous”  symptoms  or  warnings. 

Question  Three:  Which  Treatment  Works? 

The  answer  to  this  question  is  relatively  straightforward:  all  treatments 
work,  dependent,  of  course,  upon  the  skills  and  personality  makeup  of 
the  treatment  staff.  That  is  to  say,  almost  any  powerful  intervention  in 
the  life  of  an  alcoholic  works  and  such  interventions  work  primarily 
because  they  co-exist  with  abstinence.  Once  the  primary,  toxic  effects 
of  alcohol  abuse  are  removed,  the  alcoholic  is  free,  in  a safe  at- 
mosphere, to  do  some  clear  thinking  about  his  addiction  to  alGohol. 

A treatment  design  showing  great  promise  is  the  so-called  “broad- 
spectrum”  approach  which  attempts  to  engineer  a maximally-reinforc- 
ing natural  environment  for  the  alcoholic.  Whether  alcoholism  is  a 
disease  or  a learned  addiction,  the  fact  remains  that  each  patient  will 
present  a multi-dimensional  set  of  problems  potentially  including  ones 
due  to  economic,  criminal,  familial,  social,  educational,  and  psychiatric 
causes.  Any  treatment  package— particularly  those  designed  for  the 
midstage  hospitalized  alcoholic— which  fails  to  take  into  account  a 
need  to  carefully  engineer  all  aspects  of  treatment  program  from  refer- 
ral to  return  to  the  community,  is  very  likely  to  fail. 

Question  Four:  Can  an  Alcoholic  Return  to  Social  Drinking? 

This  fourth  question  is  certainly  a hotly  debated  one,  and  perhaps  it 
should  be  rephrased  to  ask  “ Should  an  alcoholic  return  to  drinking?” 
Whereas  the  answer  to  the  first  question  is  probably  yes,  the  answer  to 
the  latter  is  clearly  no.  It  is  disconcerting  that  social-drinking  advo- 
cates seem  oblivious  to  the  fact  that  the  question  is  culture-bound,  rest- 
ing, as  it  does,  on  the  implicit  assumption  that  alcohol  is  the  preferred 
method  for  altering  and  expanding  conscious  awareness. 
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". . . almost  any  powerful  interven- 
tion in  the  life  of  an  alcoholic 
works,  and  such  interventions  work 
primarily  because  they  co-exist 
with  abstinence." 


In  answering  this  question,  a review  of  basic  psychology  is  warranted, 
for  the  psychology  of  individual  differences  applies  equally  as  well  to 
alcoholism  as  it  does  to  other  phenomena.  Therefore,  it  may  be 
assumed  that  the  illness  of  alcoholism  varies  predictably  following  the 
usual  bell-shaped  curve,  wherein  the  majority  of  alcoholics  show  simi- 
lar intensity  of  disease  symptoms  with  smaller  numbers  diverging  into 
dissimilarity.  It  follows  then,  that  some  will  show  alcoholism  in  a less 
virulent  form  and  others  in  a more  virulent  form.  Those  afflicted  with 
the  less  virulent  form  should  be  able  to  return  to  social  drinking 
whereas  the  alcoholic  with  a pattern  of  average  to  high  virulence  would 
be  unable  to  do  so.  Psychologists  Mark  and  Linda  Sobell,  however,  go 
beyond  this  modest  conclusion  and  claim  that  even 
Jellinek’s  gamma  alcoholics  (high  virulence)  can  be  taught  to  return 
to  social  drinking  through  a program  of  aversive  conditioning.  And 
their  claim  deserves  attention. 

The  proper  question,  I would  contend,  is  not  can  an  alcoholic  return  to 
social  drinking,  but  rather  why  would  he/she  wish  to  do  so?  There  is  a 
variety  of  nonchemical  ways  to  alter  conscious  awareness— transcen- 
dental meditation,  biofeedback,  self-management  procedures,  and  the 


“Psychologists  and  psychiatrists  in 
their  preoccupation  with  social 
drinking  seem  to  have  missed 
the  larger  issue— how  to  find  for 
modern  man,  appropriate  nonabu- 
sive  means  of  expanding  con- 
sciousness." 


Eastern  religions.  Psychologists  and  psychiatrists  in  their  preoccupa- 
tion with  social  drinking  seem  to  have  missed  the  larger  issue— how  to 
find  for  modern  man,  appropriate  nonabusive  means  of  expanding 
consciousness. 

The  abstinence  hypothesis,  on  the  other  hand,  has  its  basis  in  the 
deeper  understanding  of  alcoholism  as  a major  constraint  upon  in- 
dividual freedom.  Abstinence  is  not  seen  merely  as  a means  of  coping 
with  “loss  of  control”  or  “lack  of  defence  against  the  first  drink.”  For 
advocates  of  the  abstinence  hypothesis  are,  for  the  most  part,  aware 
that  these  statements  are  not  meant  to  be  taken  literally.  It  is  known 
that  many  alcoholics  are  quite  capable  of  taking  the  first  drink  with  no 
loss  of  control.  Rather,  the  inherent  danger  of  the  first  drink  lies  in  its 
symbolic  meaning,  for  it  signals  a return  to  a destructive  lifestyle  that  is 
rooted  in  alcohol  obsession.  Nor  is  abstinence  to  be  taken  as  a sign  of 
superiority  or  a basis  for  pride.  It  is  precisely  the  opposite.  As  George 
Bernard  Shaw  noted  in  Man  and  Superman,  “self-denial  is  not  a virtue, 
it’s  only  the  effect  of  prudence  on  rascality.” 

Psychology  has  not  been  particularly  useful  in  the  20th  century  in  con- 
tributing to  the  field  of  alcoholism  because  of  the  type  of  “tunnel  vi- 
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sion”  evidenced  in  both  the  phrasing  and  answering  of  the  question  of 
social  drinking.  But  even  more  to  the  point,  the  field  of  psychology  has 
been  trapped  in  its  own  dominant  cultural  theme  of  the  “cult  of  in- 
dividuality.” In  alcoholism,  the  theme  has  led  to  a singular  preoccupa- 
tion with  intrapsychic  causal  factors  to  the  exclusion  of  environmental 
factors. 

This  individualistic  orientation  is  evident  in  the  heavy  attention  given 
to  the  one-to-one  psychotherapy  in  alcoholism  treatment  aimed  at 
changing  intrapsychic  structure.  This  approach  has  had  unfortunate 
consequences  in  the  treatment  of  alcoholism,  as  its  two  major  tenets 
are  antithetical  to  the  growth  and  change  required  to  return  to  and  re- 
tain sobriety.  That  is,  both  the  emphasis  on  innate  capacity  for  growth 
and  self-regulation,  and  the  emphasis  on  hedonistic,  self-interest  are 
incompatible  with  happy  sobriety.  Neither  of  these  tenets  takes  into 
account  the  age-old  paradox  of  “surrender  of  self-will”  (i.e.  the  infan- 
tile omnipotent  ego,  “his  majesty  the  king”).  A surrender  which, 
paradoxically,  provides  the  psychological  strength  for  the  alcohol 
sufferer  to  relinquish  the  neurotic  aspects  of  self  and  draw  upon 
resources  currently  unavailable.  It  is  viewed  in  spiritual  terms  as  the 
turning  of  one’s  will  over  to  a higher  power.  But,  whatever  way  this 


"The  inherent  danger  of  the  first 
drink  lies  in  its  symbolic  meaning, 
for  it  signals  a return  to  a destruc- 
tive lifestyle  that  is  rooted  in  alco- 
hol obsession." 
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"Alcoholism  professionals  should 
. . . be  concerned  with  helping  the 
alcohol  sufferer  gain  insight  into 
the  value  of  personal  freedom." 


mmmmm 


HN 1 


postulate  is  interpreted,  it  is  a fact  that  this  approach  forms  the  basis  of 
the  Alcoholics  Anonymous  fellowship,  which  has  had  the  best  record 
in  the  treatment  of  alcoholism.  Psychologist  Robert  Hogan  attributes 
the  unusual  success  of  AA  precisely  to  this  social  strategy  of  providing 
the  lonely,  isolated  alcoholic  with  a cultural  group  whose  approval  mat- 
ters to  him/her. 

Implications  for  T reatment 

How  does  all  this  affect  our  work  as  professionals  in  the  field  of 
alcoholism?  The  one  message  I would  offer  to  most  sustain  profes- 
sionals in  alcoholism  is  this:  look  to  the  miracle  in  the  paradox  of 
sobriety.  Out  of  the  morass  of  negativism,  weakness,  hatred,  and  sur- 
render comes  the  wellspring  of  strength,  love,  and  contentment.  A 
basic  and  ultimate  foundation  of  this  attitude  is  the  belief  in  the  in- 
dividual’s responsibility  in  the  recovery  process.  It  represents  the 
difference  between  admitting  and  accepting  the  fact  that  alcoholism  is 
an  illness.  However,  it  is  vital  to  the  well-being  of  professionals  in  the 
field  to  accept  that  alcoholism  is  a disease,  and  further,  that,  as  is  the 
entire  business  of  living,  recovery  is  a lifetime  process  fraught  with 
difficulties  and  filled  with  promise. 


68 


It  follows,  then,  that  the  professional  should  serve  not  as  a cure  agent 
but  as  a catalyst  to  help  provide  the  right  combination  of  empathic  un- 
derstanding and  environmental  supports  required  so  that  the  alcoholic 
may  be  launched  on  the  path  of  growth  and  lifelong  change  that  is 
necessary  for  contented  sobriety.  Cooperation  and  liaison  with  self- 
help  groups  is  imperative  in  this  endeavor.  There  is  a critical  need  to  set 
intermediate  rather  than  ultimate  goals  of  recovery,  i.e.  longer  periods 
of  sobriety,  decreased  problems  related  to  drinking,  etc. 

D.  A.  Stewart,  in  his  book  Thirst  for  Freedom,  insists  that  alcohol  addic- 
tion leads  to  a severe  restriction  of  individual  freedom.  Alcoholism  pro- 
fessionals should,  therefore,  be  concerned  with  helping  the  alcohol 
sufferer  gain  insight  into  the  value  of  personal  freedom.  The  treatment 
process  should  be  geared  toward  helping  the  alcoholic  gain  freedom 
through  creative  sobriety.  The  alcoholism  professional  should  help, 
through  a series  of  practical  steps,  replace  the  vacuum  caused  by  the 
elimination  of  alcohol  with  a program  of  action  incorporating  the  adop- 
tion of  positive  spiritual  values  critical  to  contented  sobriety— basic 
honesty,  humility,  and  selfless  love. 

Finally,  the  alcoholism  professional  needs  to  maintain  a sense  of  pro- 
fessionalism in  his  work.  In  a word,  he  needs  to  know  what  he  is  doing 
and  why  he  is  doing  it.  This  guideline  has  been  stated  more  precisely  by 
the  Blums  as  follows: 

Be  explicit  about  what  you  want  to  achieve,  well-informed  as  to  how 
you  are  going  to  achieve  it,  objective  about  what  you  are  doing,  curious 
and  flexible  in  trying  new  methods,  brave  when  results  fall  short  of 
hopes. 
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Open  End  is  designed  as  a forum  to  air  and  stimulate  comment,  opinion,  and 
reaction  to  articles  which  have  appeared  in  Addictions.  Letters  should  be  50  to 
200  words,  signed,  and  addressed  to  the  editor,  Addictions,  Addiction 
Research  Foundation  of  Ontario,  33  Russell  Street,  Toronto,  Ontario,  Canada 
M5S  2S1.  The  editor  reserves  the  right  to  edit  letters  before  publication. 


I have  just  read  your  article  in  Fall  '75  Addictions  ("Liberating 
the  Rehabilitated")  and  am  excited  by  it. 

If  I read  you  correctly , the  "rehabilitation  workers"  have 
tended \ in  our  society , to  become  agents  of  the  establish- 
ment. You  would  like  them  to  assist  the  person  to  develop  his 
own  views  and  perspectives , and  to  arrive  at  and  learn  to  pur- 
sue in  constructive  ways , his  own  values  and  goals. 

This  has  long  been  the  basis  of  my  approach  to  "counselling/'' 
and  I am  belatedly  beginning  to  seriously  study  and  hopefully 
write  up  some  of  my  own  results , a process  which  I find  ex- 
tremely frustrating  but  am  coming  to  see  as  most  necessary. 

Roland  Janisse 

Addiction  Research  Foundation 
Windsor *,  Ontario 


As  a person  who  has  had  some  experience  as  a "client"  in 
one  of  your  rehabilitation  programs , I found  the  article , 
"Liberating  the  Rehabilitated"  (Fall  1975)  an  extreme  example 
of  the  kind  of  thinking  which  limits  our  vision  and  our  ability 
to  conceive  of  alternatives  to  the  present  approach  to 
rehabilitation. 

In  what  sense  are  the  standards  existent  in  our  society  arbitr- 
ary? Does  Reverend  Wilmot  mean  that  our  customs  regarding 
drug- taking  and  alcohol  consumption , not  to  mention  more 
general  cultural  values , are  historically  contingent  and  might 
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have  evolved  in  other  (presumably  less  arbitrary  ways)?  Call- 
ing social  and  cultural  standards  arbitrary  does  little  to  clarify 
their  role  in  the  causality  of  deviance  and  confuses  rather  than 
clarifies  the  issues. 

More  importantly ; however ; Reverend  Wilmot  then  proceeds 
to  argue , " Individuals  commit  deviant  acts  in  response  to 
system  strains  and  stresses  ....  " This  is,  of  course,  straight 
Robert  Merton.  . .whose  formulations  have  been  the  subject 
of  fundamentally  damaging  criticisms  over  the  past  15  years 
and  thus  one  is  continually  surprised  at  their  tenacity  in  reap- 
pearing from  time-to-time  in  articles  such  as  Richard 
Wilmot's. 

Wilmot  then  goes  on  to  tell  us  we  must  turn  our  problem 
drug  users  into  something  called  "social  change  agents."  He 
offers  us  a theory  of  society  as  held  together  by  common 
values  and  then  tells  us  we  are  to  "help"  our  deviants  to 
become  agents  to  change  those  values.  What  values  should 
be  changed  and  how?  Some  specificity  would  help  us  to  see 
how  Reverend  Wilmot  sees  this  process. 

One  finds  all  of  this  quite  depressing  if  this  "theory"  is  to 
offer  us  a way  out  of  the  current  rehabilitation  impasse.  And 
the  further  one  reads  in  Reverend  Wilmot's  article  the  surer 
one  becomes  that  the  answers  are  not  to  be  found  there. 

Regretfully  I cannot  sign  this 
as  I wish  to  remain  an 
Anonymous  Ex-"addict" 


We  greatly  enjoyed  the  article  "What's  in  Store  for  the 
Chemophilic  Society"  (Winter  1975).  Addictions  is  always  in- 
formative and  interesting,  and  we  look  forward  to  receiving  it 
each  quarter. 

Thanks  for  putting  out  a fine  magazine. 

Ann  Warner 
Associate  Editor 
AA  Grapevine  Inc. 

New  York,  N.Y. 
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I found  the  article  by  Sanchez-Craig  and  Walker  ("I  Feel 
Lonely  but  that  Doesn't  Mean  I Have  to  Drink/'  Fall  '75)  an  ex- 
cellent article  and  I shall  include  it  in  my  bibliography  of  arti- 
cles and  books  on  Rational-Emotive  Therapy  and  allied  pro- 
cedures. 

The  authors  make  something  of  an  error  on  page  15, 
however,  when  they  say,  "Ellis'  concept,  however,  seems  to 
be  restricted  to  the  mistaken  beliefs  about  the  way  things 
should  be.  Faulty  appraisals  include  not  only  the  idea  that  the 
individual's  thinking  may  be  based  on  inaccurate  assump- 
tions, but  also  that  it  may  fail  to  take  into  consideration  a lot 
of  relevant  information."  It  is  true  that  I mainly  emphasize  the 
magical  thinking,  particularly  the  shoulds,  oughts,  and  musts 
that  spark  most  people's  irrational  ideas.  But  I also  emphasize 
in  various  writings  that  they  are  anti-empirical  thinking.  A lot 
of  the  anti-empirical  thinking  really  is  a result  of  magical 
thinking,  thus  if  you  think  it  is  awful  to  die  in  an  airplane  ac- 
cident and  that  you  must  not  die  in  one,  you  will  distort  your 
perception  of  reality  and  believe  that  many  people  get  killed 
in  airplane  accidents  every  year  when  actually  only  few  do. 
But  there  are  other  notions  of  empirical  reality  that  don't  stem 
from  magical  thinking  but  from  misconceptions  and  misap- 
praisals  of  reality  itself. 

Albert  Ellis,  Ph.D. 

Executive  Director 

Institute  for  Advanced  Study  in  Rational  Psychotherapy 
New  York,  N.  Y. 
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can  Wenzel  was  going  to  take  three  vitamin  pills  that  night,  two  of  the 
I ’r°wn  ones,  for  iron,  plus  one  green  pill,  which  was  a multiple  vitamin. 
1 t was  just  before  bedtime  and  she  was  in  her  room  in  the  athletes’ 
j iuarters  at  last  October’s  Pan  American  Games  in  Mexico  City.  Her 
\ iTlind  was  occupied  with  a number  of  things,  including  the  800-metre 
| ace  sde  was  to  run  the  next  day,  and  she  really  wasn’t  paying  much 
I attention  when  she  opened  the  plastic  bottle  and  took  out  three  pills. 


1 Mr  Brown  is  a freelance  magazine  writer  whose  articles  have  appeared  in  the  Canadian, 

| Quest,  and  Toronto  Life. 
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Besides,  the  room  was  dimly  lit;  there  was  one  very  small  bulb,  poking 
out  from  a wall.  So  she  made  a classic  silly  mistake:  one  of  the  pills  she 
took  was  neither  brown  nor  green  but  bright  blue. 

A Costly  Mistake 

It  was  a cold-fighter  called  Dimetapp.  She’d  been  handed  it  a couple  of 
months  earlier  at  the  Canadian  National  Track  and  Field  Champion- 
ships in  Sudbury;  she’d  had  a cold  and  she’d  been  given  some 
Dimetapps  by  an  official  at  the  competitions,  either  a doctor  or  a 
physiotherapist,  she  isn’t  sure  which.  When  she’d  recovered  from  her 
cold,  she’d  had  five  or  six  Dimetapps  left,  and  she’d  simply  popped 
them  into  the  bottle  containing  her  vitamins. 

Dimetapps  contain  an  antihistamine— phenylephrine  — a drug  that 
generally  is  banned  at  international  track  and  field  competitions. 

The  day  after  she’d  unknowingly  taken  the  Dimetapp,  Joan  Wenzel 
came  in  third.  She  won  a bronze  medal.  Great  race. 

After  it,  she  provided  officials  with  a sample  of  her  urine.  Routine.  Two 
days  later,  early  in  the  morning,  Dr  Ted  Percy,  the  Canadian  team’s 
physician,  called  Wenzel  to  his  office  in  the  Games  complex  of 
buildings  and  asked  her  if  she’d  taken  anything  before  her  race.  No, 
she  hadn’t.  Was  she  sure?  Absolutely.  Well,  he  told  her,  her  urine  was 
positive. 

“That’s  impossible,”  she  said.  They  sat  there,  for  perhaps  an  hour, 

trying  to  figure  out  how “Finally  I put  it  together,”  Joan  says.  “I 

remembered  I had  those  cold  tablets.” 

It  had  been  just  a mistake,  she  and  Dr  Percy  assured  the  Games 
officials.  Sorry,  the  officials  said.  No  medal.  And  later,  the  International 
Amateur  Athletic  Federation  came  down  even  harder;  it  suspended 
Joan  Wenzel  for  life. 

Accidents  No  Excuse 

The  suspension,  the  I AAF  explained,  was  automatic;  she  could  appeal. 
She  did,  and  in  April,  just  about  the  same  time  the  people  in  Montreal 
were  working  on  the  field  of  the  Olympic  stadium,  she  received  word 
that  the  ban  had  been  lifted.  She  would  not  get  her  bronze  medal  for 
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"I  still  believe  in  the  principle  of  testing.  But 
I think  they  [the  tests]  ought  to  be  quantita- 
tive—there  ought  to  be  some  point  where 
the  effects  are  negligible." 
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her  race  at  the  Pan  Am  Games  but  she  would  be  able  to  compete  in  the 
Summer  Olympics. 


The  good  news  brushed  away  the  painful  strain  that  had  burdened  her 
all  winter;  she’s  had  to  train  for  the  Olympics  without  knowing 
whether,  in  the  end,  she’d  be  able  to  compete.  She’d  had  to  go  all-out— 
but  on  a basis  of  just  in  case.  She  kept  telling  herself,  all  the  time,  that 
she  would  be  eligible  and  she  spent  many  cold  mornings  through 
January  and  February,  running  up  a steep,  twirling  ramp  in  a parking 
garage  in  downtown  Kitchener,  Ontario  where  she  lives.  (She’s  22  and 
she  has  a bachelor  of  arts  in  recreation  from  the  University  of 
Waterloo.) 


A couple  of  weeks  after  the  ban  had  been  lifted,  she  was  staying  at  a 
motel  in  Long  Beach,  California,  training  with  other  members  of  the 
Canadian  team,  and  she  talked  about  drugs  and  sports  and  tests. 


“I  still  believe  in  the  principle  of  testing,”  she  said.  “I  think  we  need 
some  sort  of  tests.  But  I think  they  ought  to  be  quantitative— there 
ought  to  be  some  point  where  the  effects  are  negligible.  If  somebody  is 
above  this  level,  if  somebody  has  a whole  lot  of  drugs  in  their  system, 
then  it’s  obvious  that  they’re  using  them,  right?  But  someone  who  has 
a minute  amount  — which  is  what  happened  to  me  — it’s  obvious  that 
it’s  not  going  to  do  them  any  good. 


“But  I understand  the  IAAF  is  going  to  be  even  stricter  from  now  on. 
They  told  me,  ‘You’ve  been  reinstated  but,  in  future,  the  fact  that  it’s 
an  accident  is  not  going  to  be  accepted  as  an  excuse’.” 


The  Summer  Olympics  in  Montreal  are  being  conducted  under  the 
same  strict  code:  no  excuses.  And  no  leeway.  One  trace  and  that’s  it— 
you’re  out. 


But  What  Levels? 

The  strictness  of  the  rules,  the  inflexibility,  tends  to  make  the  Olympic 
organizers  sound  harsh,  almost  unreasonable,  but  what’s  the  alterna- 
tive? The  man  who’s  in  charge  of  the  tests  is  a doctor  on  loan  to  the 
Olympics  from  the  Canadian  Forces  — Colonel  Georges  Letourneau  — 
and  he’s  sympathetic  toward  athletes  who’d  like  to  see  some  acceptable 
levels  established  for  drugs.  But  what  levels? 
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“In  the  end  we  may  have  to  establish  them,”  he  says,  “but  levels  can 
be  misleading.  Drugs  affect  different  people  to  different  degrees.  You 
take  somebody  who  uses  ephedrine  all  the  time  because  he  has  a 
stuffed  nose  due  to  allergies  or  to  something  else.  Ten  milligrams  of 
ephedrine  for  him  is  nothing.  It  has  no  systemic  effect  whatsoever.  But, 
for  somebody  who  has  never  taken  ephedrine,  it  may  have  an  effect, 
mentally.  Because  of  these  factors,  making  a rigid  law  is  difficult,  if  not 
impossible.  Controlling  dosage  is  one  thing  but  interpreting  what  effect 
it  has  on  the  individual  is  another. 

“And  there  is  a danger  that  the  establishment  of  levels  of  drugs  might 
permit  the  use  of  dope  by  experts  who  would  know  just  exactly  how 
much  they  could  get  away  with.  There  is  another  difficulty:  from  a 
purely  administrative  and  legal  standpoint  it  would  be  a hell  of  a 
problem.  Suppose  you  do  establish  levels. . .the  people  who  have  lost 
medals  [through  disqualification  because  of  drugs]  would  say:  ‘Give  us 
our  medals  back.’  And  how  about  those  athletes  who  were  given  the 
medals  instead?  They  would  have  to  give  their  medals  back.  Think  of 
the  schmozzle.  How  would  you  solve  it?” 

Hectic  Days  in  Montreal 

Dr  Letourneau  is  sitting  on  one  of  the  chairs  spotted  around  a coffee 
table  in  his  office  which  is  tucked  away  on  the  third  floor  of  a tired  little 
office  building  in  Old  Montreal.  It’s  a modest  office;  there’s  a large 
schedule  on  one  wall  that  hints  at  the  hectic  days  of  Olympic  activity 
jammed  between  July  17  and  August  1,  and,  in  a corner,  there’s  one  of 
those  huge  potted  palms  that  seem  to  grow  so  well  in  temporary  offices. 
Dr  Letourneau  is  an  easy-going  and  informal  sort  of  man  and  his 
Armed  Forces  jacket  is  off  and  you  can  see  the  Olympic  pin  he  uses  to 
centre  his  dark  green  Armed  Forces  tie.  He’s  a specialist  in  hospital 
administration  and  medical  planning,  he  explains,  and  part  of  his  job  in 
the  Forces  is  to  be  able  to  tell  the  generals  what  medical  support  they’ll 
need  should  they  suddenly  decide  to  put  20,000  men,  or  maybe  40,000, 
into  the  field. 

He  offers  a cognac  to  spike  your  paper  cup  of  coffee  and  explains  that 
the  testing  in  the  Montreal  Olympics  will  be  more  thorough  than  at 
previous  Olympics  but,  as  a matter  of  fact,  fewer  athletes  will  be  tested 
in  Montreal  than  at  Munich.  There  will  be  close  to  11,000  athletes  at 
the  Montreal  Games  and  there  will  be  about  2,500  tests  to  see  if  they’re 
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Bruce  Kidd 


"There  is  no  due  process  ...  you  have  no 
right  to  present  evidence  and  you  have  no 
right  to  legal  appeal." 


using  illegal  stimulants,  such  as  amphetamines,  or  the  body-building 
drugs,  anabolic  steroids.  The  steroids  are  used  (if  they’re  used)  chiefly 
by  athletes  whose  performance  requires  weight;  shotputters,  for 
instance,  and  weightlifters. 

The  Steroid  Problem 

In  the  past  Olympics,  there  was  no  testing  for  anabolic  steroids  because 
an  athlete  could  simply  discontinue  his  dosage  a day  or  so  before  his 
competition  (when  he’d  face  a possible  dope  test)  and  the  steroids 
could  not  be  detected.  But  testing  methods  are  getting  better  and  the 
system  used  in  Montreal  enables  testers  to  detect  the  use  of  anabolic 
steroids  going  back  anywhere  from  10  days  to  three  weeks. 

Mind  you,  there  are  still  problems.  First,  the  tests  will  not  detect 
steroids  taken  by  injection.  Second,  the  testers  need  Five  or  six  days  to 
determine  the  results  and  this  means  the  tests  cannot  be  used  in  events 
that  involve  eliminations;  suppose  a Canadian  team  were  eliminated 
on  Monday  by  an  American  team  and  then  it  was  discovered— on  the 
Saturday  — that  the  American  team  had  been  using  anabolic  ster- 
oids.. .where  would  that  leave  the  Canadian  team?  Where  would  it 
leave  other  teams  that  had  been  beaten  by  the  Americans. 

An  Olympic  Laboratory 

Athletes  from  every  single  sport  will  be  tested  and  the  international 
associations  that  run  the  various  sports  will  come  up  with  a number  of 
random  methods  of  deciding  which  athletes  are  to  be  checked.  The 
methods  of  selection  will  vary  widely.  In  the  5,000-metre  race,  for 
example,  officials  may  decide,  beforehand,  that  one  of  the  runners  to 
be  tested  will  be  the  person  who  passes  the  finish  line  second-from-last 
in  the  second  lap.  In  soccer,  on  the  other  hand,  two  players  from  each 
team  are  to  be  tested  every  game  and  officials  may  choose  them  by 
drawing  their  names  from  a hat. 

The  actual  tests  are  conducted  by  the  Olympic  organizers,  using  a staff 
of  about  120  and  a super-sophisticated  lab.  Dr.  Letourneau  says  it’s 
impossible  to  put  a figure  on  the  cost  of  the  Olympic  testing,  because 
some  of  the  equipment  is  on  loan;  and  a portion  of  it  which  is  not  on 
loan  will  be  sold  when  the  Games  are  over.  But  the  program  probably 
runs  — very  roughly  — in  the  neighborhood  of  $1  million.  The  lab  is 
equipped  with  a dozen  machines,  each  able  to  analyze  34  samples  of 
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urine.  A computer  provides  a written  analysis  and  this  computer  is  so 
delicate  that  it  can  detect  one  part  per  million  of  a drug  such  as 
ephedrine.  “It’s  so  delicate,”  says  Dr.  Letourneau,  “that,  if  you  put  a 
tablet  containing  100  milligrams  of  ephedrine  into  a vial  of  urine,  you 
would  wreck  the  machine  — literally.  The  circuits  would  just  go 
phfffft!” 


Everything  to  Help 

Not  to  put  too  fine  a point  on  it,  the  collection  of  the  urine  samples  isn’t 
quite  so  slick.  The  main  concern  is  that  there  must  be  not  the  smallest 
possibility  of  substitutes.  There  has  been  a lot  of  deviousness  over  the 
years  in  international  sports  competitions  in  efforts  to  switch  urine 
samples.  One  method  involved  an  athlete  hooking  a rubber  container, 
with  somebody  else’s  urine  in  if,  beneath  his  arm,  with  a tube  running 
from  it,  down  the  arm.  When  it  came  time  for  the  test,  the  athlete 
slipped  the  end  of  the  tube  into  the  urine  vial  and  squeezed.  Officials  at 
one  competition  in  Europe  tested  a male  athlete— and  found  he  was 
pregnant. 

At  Montreal,  officials  will  watch  the  athlete  deposit  the  urine.  Some 
athletes  have  trouble  — for  a couple  of  reasons.  First,  they  tend  to  lose 
a lot  of  body  fluid  during  their  events  (a  marathon  runner  can  lose  10 
pounds,  sometimes  more)  and,  second,  Dr  Letourneau  points  out, 
athletes  often  get  rid  of  their  urine  just  before  their  events,  partly 
because  they  are  nervous.  After  the  competitions,  they’re  dried  out. 
However,  the  test  centre  offers  just  about  every  beverage  imaginable- 
water,  orange  juice,  Coke,  mineral  water,  beer At  pre-Olympic  com- 

petitions last  summer  in  Montreal,  a Canadian  shotputter,  a giant  of  a 
man,  put  away  seven  beers  before  he  finally  had  to  provide  a sample. 

Most  athletes  seem  to  feel  the  way  Joan  Wenzel  does;  they  don’t  mind 
the  general  principle  of  testing.  “But  all  of  us,”  says  Abbie  Hoffman, 
the  Canadian  runner,  “object  to  the  confusion  and  unfairness  of  it.” 

“There  is  no  due  process,”  says  Bruce  Kidd,  another  well-known 
Canadian  runner.  “You  have  no  right  to  cross-examination  [in 
connection  with  the  tests  or  their  results].  In  fact  you  have  no  right  to 
present  evidence  and  you  have  no  right  to  legai  appeal. 
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Georges  Letourneau 


". . . making  a rigid  law  is  difficult,  if  not 
impossible.  Controlling  dosage  is  one  thing 
but  interpreting  what  effect  it  has  on  the  in- 
dividual is  another." 


“Another  thing,”  Kidd  adds,  “is  the  way  penalties  vary  so  much  from 
sport  to  sport.  The  Czechoslovakian  hockey  team  forfeited  one  game  | 
when  the  players  were  found  to  have  traces  of  codeine  in  their  blood.  If 
that  happened  to  us,  in  track  and  field,  we’d  be  suspended  for  life.”  (As 
in  Joan  Wenzel’s  case,  suspensions  are  handed  down  by  the  governing 
bodies  of  the  various  sports,  not  by  the  officials  of  competitions  such  as 
the  Olympics.)  “Besides,”  says  Kidd,  “there  is  no  hard  evidence  that 
drugs  improve  athletes’  performances.” 

Importance  of  Fads 

This  is  a matter  of  considerable  argument  but,  whether  they  help  or 
not,  a lot  of  athletes  believe  they  do,  or  that  they  may.  In  the  hyper- 
competitive  atmosphere  of  international  sport— where  swimmers 
shave  their  bodies  to  reduce  the  drag  in  the  water— Some  athletes 
believe  they  can’t  afford  to  take  a chance  and  not  use  this  or  that  drug. 

Athletes  have  always  been  very  big  on  fads.  Many  swear  by  rituals  — 
left  shoe  on  first,  don’t  say  this  or  that  word  before  you  compete,  don’t 
forget  your  lucky  charm.  Dr  Letourneau  says  drug  studies  show  clearly 
that  athletes  are  more  susceptible  than  most  people  to  the  self- 
delusions  of  placebos,  those  pills  (or  whatever)  which  are  passed  off  as 
drugs  but  which  are,  in  fact,  nothing  more  than  a benign  substance 
such  as  sugar. 
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Sports  organizers  in  general  are  concerned,  of  course,  that  one  athlete 
may  achieve  an  edge  over  another  by  using  a drug,  but  there’s  another 
worry:  the  danger  of  drugs.  There’s  the  obvious  hazard  of  addiction  but 
there’s  the  more  probable  danger  that  an  athlete  may  injure  himself, 
even  kill  himself,  with  drugs.  Certainly,  it  has  happened. 
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At  the  1960  Olympics,  a Danish  cyclist  died  after  pushing  himself  too  ^ 
hard;  he’d  taken  an  amphetamine.  What  may  happen  — what  happened 
to  the  cyclist— is  that  the  amphetamine  may  mask  fatigue  too  well.  ^ 
When  it’s  covered  up,  an  athlete  doesn’t  know  when  to  stop. 
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Cycling’s  Improved  Image  p 

Cycling  used  to  be  plagued  with  drugs  but  not  anymore.  Ken  Smith  is  f 
the  executive  director  of  the  Canadian  Cycling  Association  and  he  p 
says:  “We’re  a little  touchy  about  people  talking  so  much  about  drugs  d 
in  cycling  because  we’ve  done  a lot  to  eradicate  the  problem.  In  some  d 
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other  sports,  people  have  done  nothing.  I don’t  know  of  any  other 
sports  that  do  testing  on  the  same  basis  as  we  do  it.  We  test  at  major 
events— the  first,  second,  and  third  places,  plus  two  or  three  other 
competitors  we  pick  at  random,  more  or  less  out  of  the  hat. 

“We’re  very  aware  of  the  problem  and  we’re  going  to  keep  on  top  of  it. 
We’re  not  going  to  let  things  slide.  We  may  test  at  half  a dozen  races 
next  year  but,  if  we  don’t  find  any  drugs,  that  doesn’t  mean  that  we’ll 
ease  up  on  the  testing.  We’re  not  going  to  let  it  slip.” 

And  again,  no  minimum  levels  of  drugs  are  permitted.  That  would  be 
impractical,  Smith  says;  too  complicated.  There  are  penalties  for  any 
trace  of  drugs:  a three-month  suspension  for  the  first  offense,  a year  for 
the  second,  and  life-suspension  for  a third  offense. 

Relying  on  Psychology 

Amphetamines  may  hide  fatigue  (and  thus  encourage  athletes  to  put 
more  into  their  performance)  but  the  effectiveness  of  the  drug,  the 
question  of  whether  it  really  does  help  an  athlete  who  is  at  peak  form,  is 
in  doubt.  Studies  a few  years  ago  showed  that  amphetamines  do  help; 
but  these  studies  have  been  questioned  recently  and  the  consensus  of 
most  doctors  now  seems  to  be  that  drugs  do  not  help.  “The  best  man 
wins  in  the  end— always,”  says  Dr  Letourneau. 

Opinions  about  the  effects  of  anabolic  steroids  have  also  varied  a good 
deal  over  the  years.  Weightlifters  who  want  to  increase  the  size  of  their 
muscles  use  anabolic  steroids  because  they  improve  the  body’s 
capacity  to  use  protein.  But  medical  evidence  indicates  weight  gain  is 
probably  due  to  the  fact  that  more  water  is  retained  in  the  tissues. 
Doctors  say  that,  if  performance  is  improved,  it’s  probably  the  result  of 
the  psychological  effect  of  the  steroids. 

The  Olympic  officials  in  Montreal  are  relying  on  psychology  to  help 
them  head  off  the  use  of  anabolic  steroids.  They  are  counting  on 
athletes  being  afraid  of  a sort  of  reverse  placebo  effect.  The  Olympic 
officials  know  that  a weightlifter  (or  shotputter  or  whomever)  may  be 
aware  of  the  fact  that  he  could  get  away  with  using  steroids  right  up 
until  perhaps  a couple  of  weeks  before  the  start  of  the  Olympics— but 
they  hope  he’ll  be  so  afraid  of  a possible  psychological  let-down  from 
discontinuing  the  drug  that  he  will  say  to  himself:  I’d  be  better  off 
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PROHIBITED  DRUGS 


This  is  the  official  list  of  “doping  substances ” that 
athletes  are  prohibited  from  using  at  the  1976  Sum- 
mer Olympics  in  Montreal.  A large  number  of  drugs 
related  to  these  are  not  listed  but  are  also  banned. 


Psychomotor  Stimulant  Drugs 


These  are  the  stimulants,  such  as  amphetamines,  used  by 
a spectrum  of  athletes,  from  runners  to  swimmers.  One  of 
their  main  uses  is  the  masking  of  fatigue. 


amphetamine 

cocaine 

dimethylamphetamine 

fencamfamin 

methylphenidate 

phendimetrazine 

prolintane 


benzphetamine 

diethylpropion 

ethylamphetamine 

methylamphetamine 

norspeudoephedrine 

phenmetrazine 

and  related  compounds 


Sympathomimetic  Amines 


Many  of  these  drugs  are  included  in  commonly-used 
medicines,  such  as  nose  drops.  They  are  also  stimulants. 


ephedrine 

methoxyphenamine 


methylephedrine 
and  related  compounds 


Miscellaneous  Central  Nervous  System  Stimulants 

Most  of  these  drugs  are  old-fashioned  stimulants,  still 
used  occasionally  in  Europe  but  seldom  in  North 
America. 

amiphenazole  bemigride 

leptazol  nikethamide 

strychnine  and  related  compounds 

Narcotic  Analgesics 

These  are  strong  pain-killers,  sometimes  used  to  treat 
professional  athletes.  Their  danger  is  that  the  athlete  will 
injure  himself  further  because  he  won’t  have  pain  to  warn 
him  to  slow  down. 

heroin  dextromoramide 

methadone  pethidine 

dipipanone  and  related  compounds 

Anabolic  Steroids 

These  are  intended  to  increase  growth  and  weight  and 
they  are  taken  by  weightlifters,  shotputters,  football  play- 
ers. One  of  their  dangers  is  that  they  may  stunt  growth  in 
young  athletes. 

methandienone  stanozolol 

oxymetholone  nandrolone  decanoate 

nandrolone 

phenylpropionate  and  related  compounds 


using  no  drugs  at  all  than  taking  a chance  on  a psychological  plunge, 
just  before  the  Games. 

The  officials  in  Montreal  are  planning  to  begin  testing  for  anabolic 
steroids  as  soon  as  athletes  move  into  the  Olympic  village  for  training. 
The  Games  start  July  17;  the  village  welcomes  its  first  athletes  at  the 
beginning  of  the  month.  But  again,  Dr  Letourneau  points  out,  there  is  a 
hitch.  Any  athlete  who  is  dead  set  on  using  anabolic  steroids,  and  who 
has  the  blessing  of  his  trainers,  could  simply  live  in  a hotel  in  Montreal 
until  the  start  of  the  games  — and  get  in  a few  extra  days  of  using 
steroids. 

Need  for  T ough  T esting 

The  Canadian  Weightlifting  Federation  does  not  test  its  members  for 
drugs  but  Paul  Tremblay,  the  executive  director,  says  its  members 
do  not  use  anabolic  steroids:  “I  can  guarantee  that  not  one  member  of 
our  national  team  is  using  them.”  Why  doesn’t  the  federation  test  its 
members?  “We  are  probably  the  poorest  sport  of  all.”  Tremblay  says, 
“If  somebody  else  wanted  to  foot  the  bill,  I think  it  might  be  a good 
idea  to  have  spot  checks  during  the  year.” 

The  executive  director  of  the  Canadian  Track  and  Field  Association, 
Ken  Twig,  says  random  testing  is  needed  for  any  effective  ban  of 
anabolic  steroids.  “Obviously  you  can’t  harrass  an  athlete  but  I think 
the  tests  could  be  conducted  at  major  track  and  field  competitions. 
Anybody  who  entered  would  be  committed  to  taking  the  tests.  If  the 
athletes  were  aware  that  this  could  happen  periodically  during  the  year, 
it  would  certainly  discourage  them  from  taking  the  drugs.  But  I don’t 
think  the  aim  should  be  just  to  stop  people  from  taking  drugs  during 
the  Olympics  — as  far  as  I’m  concerned,  drugs  have  no  place  in  amateur 
sports.” 

Twig  feels  that  firm  enforcement  is  essential  to  control  the  use  of  drugs 
by  athletes.  “With  all  respect  to  Joan  Wenzel,”  he  says,  “she  should 
have  cleared  the  substances  she  was  taking— the  medication  — with  the 
team  physician.  Then  she  wouldn’t  have  encountered  that  situation.” 

The  need  for  tough  testing  seems  obvious  when  you  consider  the 
pressures  that  nudge  athletes  toward  drugs.  First,  there  is  the  growing 
use  of  drugs  in  society  as  a whole.  Besides  the  increased  use  of  drugs, 
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The  drama  for  the  11,000  athletes  competing 
in  the  '76  Summer  Olympics  unfolds  at 
Montreal's  Parc  olympique,  here  shown  near- 
ing completion  in  mid-May. 


, 


Ken  Twig 


"...  I don't  think  the  aim  should  be  just  to 
stop  people  from  taking  drugs  during  the 
Olympics  — as  far  as  I'm  concerned,  drugs 
have  no  place  in  amateur  sports." 


there  are  greatly-increased  competitive  pressures.  They’ve  jumped 
sharply  in  recent  years,  particularly  in  the  Olympics.  “You  have  the 
emerging  African  nations  that  are  very  competitive  now,”  says  Ken 
Twig.  “They  weren’t  a force  15  years  ago.  And,  in  every  country,  there 
is  greater  sophistication  in  equipment  and  training  and  everything  else. 
The  number  of  competitors  has  risen  and  this  alone  dictates  that  the 
winning  process  is  a lot  more  difficult.” 

Impossible  to  Generalize 

Is  drug  use  up  among  athletes?  Nobody  really  knows. 

Dr  Eugene  LeBlanc,  assistant  head  of  research  at  the  Addiction 
Research  Foundation  of  Ontario,  points  out  that  most  athletes  want 
people  to  believe  their  achievements  are  their  own.  It’s  very  difficult, 
he  says,  to  learn  anything  about  the  quantities  of  drugs  people  use 
simply  by  asking  them.  “If  you  were  to  ask  people  how  many  washing 
machines  they’d  bought  last  year,  you’d  get  a pretty  accurate  figure,  but 
if  you  were  to  ask  people  how  much  alcohol  they  used,  and  then 
compared  it  to  the  sales  figures,  you’d  come  up  with  radically  different 
figures.” 

It’s  impossible  to  generalize  about  drugs  in  sports;  it  depends  on  which 
drugs  you’re  talking  about,  and  which  groups  of  athletes. 

“I  think  the  use  of  stimulants  may  be  declining,”  says  LeBlanc,  “but  I 
was  involved,  in  the  past  year,  in  a couple  of  court  cases  [concerning 
drug  trafficking]  and,  between  the  two  of  them,  they  involved 
something  like  600,000  stimulant  tablets.  And  these  were  only  people 
who  were  caught.  One  has  to  wonder:  what’s  the  market  place?  I think 
it’s  highly  unlikely  that  team  doctors  would  just  say,  ‘Here,  have  a few 
stimulants,’  but  I know  they  are  used.  I know  phys.  ed.  departments, 
where  I have  taught,  where  they  know  of  people  using  them  to  get  up 
for  games.” 

Dr  LeBlanc  points  out  a fallacy:  people  often  think  of  athletes  as  being 
super  health-conscious  and  therefore  probably  less  inclined  to  use 
drugs  but,  in  fact,  this  doesn’t  make  sense.  Athletes  drink  and  they 
smoke.  And  they  face  a couple  of  problems  the  rest  of  us  do  not.  They 
have  to  be  exceptional— the  norm  is  not  good  enough.  And  they  are 
much,  much  more  concerned  with  injuries.  An  executive  who  hurts 
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his  ankle  can  simply  put  his  foot  up;  an  athlete  has  to  get  back  in  there 
and  compete.  Which  brings  up  another  point. 

What  about  the  Pros? 

The  use  of  stimulants  and  anabolic  steroids,  the  two  areas  concerning 
the  officials  at  the  Olympics  in  Montreal,  are  really  only  a part  of  a 
broader  question:  How  much  drug  use  should  be  permitted  in  all  areas 
of  sports?  What  about  the  pros?  How  much  pain-killer  should  an 
athlete  be  allowed  to  use?  How  much  medicine?  Some  medicines  (for 
the  treatment  of  allergies,  for  instance)  contain  drugs  that  might,  in 
certain  doses,  alter  an  athlete’s  performance.  Should  athletes  be 
allowed  to  use  drugs  to  help  them  recover  from  one  burst  of  effort  (in 
the  modern  decathlon,  for  example,  which  involves  several  events, 
over  several  days)  so  they  can  be  up  for  the  next  day’s  event?  Should  a 
cyclist  be  allowed  to  use  a drug  to  relax  his  muscles  and  get  rid  of  his  leg 
cramps  so  that  he  can  get  some  sleep  and  be  ready  for  the  grind  ahead? 

A Question  of  Policing 

There  is  still  another  question,  the  matter  of  what  constitutes  a drug. 
For  instance,  there’s  a method  of  increasing  the  blood’s  ability  to  carry 
oxygen  (and  supply  it  to  the  muscles)  in  which  a person’s  own  blood  is 
used.  It’s  extracted  over  a period  of  time  and  it’s  treated  to  isolate  the 
red  blood  cells.  Then  the  athlete  gets  an  injection  of  the  treated  blood 
shortly  before  his  competition.  “If  I do  this,”  Dr  LeBlanc  asks,  “am  I 
drugging  you?” 

He  says  the  problem  of  drugs  in  sports  is  “not  the  production  of  wild- 
eyed drug  addicts  running  through  the  streets. . .the  question  is  do  we 
want  to  set  up  certain  conventions  governing  the  use  of  drugs?  Do  we 
want  to  set  some  limits? 

“The  trouble,”  he  adds,  “is  that  we  haven’t  had  time  to  digest  the  rapid 
increase  in  drugs  in  sports;  we  haven’t  had  time  to  think  about  it,  to  j 
decide  what  limits  we  ought  to  set.  Although,  already  we  are  moving 
toward  a situation  in  which  we  say:  ‘None’.”  It’s  a question  of  policing. 

If  you  open  the  door  at  all,  and  you  permit  the  use  of  drugs  in  the 
treatment  of  an  injury  — so  that  an  athlete  can  continue  to  compete  — 
then  the  right  will  be  abused.  If  you  close  the  door,  an  athlete’s  ability 
to  recover  becomes  part  of  the  competition. 

“Society  will  have  to  decide  which  competitive  tools  are  appropriate 


and  which  are  not  and  I think  the  sentiment— and  it’s  one  I lean 
toward,  though  not  overly  strongly  — is  that  there  should  be  no  drug 
use  at  all.  Period.  Even  the  use  of  drugs  associated  with  pre-existing  dis- 
eases such  as  allergies  — unless  you  decide  to  have  athletic  programs 
for  such  people.  But  if  you  open  the  door,  you  have  problems.” 

Everyone  but  the  Athletes 

The  idea  might  be  pretty  unpopular  with,  say,  a world  class  pole-vaulter 
who  suffers  from  asthma  but,  when  you  consider  the  incredible  tangle 
of  possible  inconsistencies,  a total  ban  seems  to  make  sense. 

Back  in  January,  a report  came  out  of  Montreal  that  the  Olympic 
organizing  committee  had  “endorsed”  a cold  pill  containing  the  same 
drug  Joan  Wenzel  had  taken  by  mistake  at  the  Pan  Am  Games.  A 
reporter  got  hold  of  Wenzel  and  told  her  about  the  Montreal  decision 
and  she  said:  “God,  that’s  ridiculous.” 

When  I talked  with  Dr  Letourneau  recently,  I suggested  that  the  whole 
thing  certainly  did  appear  a little  odd  and  he  was  obviously  annoyed: 
“We  are  not  endorsing  anything,”  he  said.  “We  have  selected  a 
particular  cold  pill  to  be  supplied  for  use  at  the  Olympic  Games,  by 
officials,  by  people  connected  with  the  Olympics.  We  have  selected  all 
sorts  of  products.  We  have  selected  a distillery  to  supply  liquor  for 
hospitality  rooms, 

“But  these  things— liquor  and  drugs  — obviously  these  are  not  for 
athletes.” 


Addictions  welcomes  editorial  contributions —manuscripts, 
speeches,  or  papers— from  its  readers.  They  should  be  sent  to:  The 
Editor,  Addictions,  Addiction  Research  Foundation,  33  Russell 
Street,  Toronto,  Canada,  M5S  2S1. 


ILLUSTRATIONS  BY  THACH  BUI 


The  determination  of  Olympic  officials  to  elimi- 
nate doping  (or,  at  least,  control  it  very  tightly) 
comes  through  in  a booklet  concerning  medical 
controls,  published  by  the  International  Olympic 
Committee  for  the  Montreal  games.  In  it,  the 


committee  notes  that  new  drugs  are 
constantly  becoming  available  and  it 
recognizes  the  temptation  for 
athletes  to  try  and  use  them  to 
defeat  doping  tests.  So  the  commit- 
tee offers  a warning:  “At  the  same 
time,”  it  says,  “detection  methods 
are  continuing  to  improve  rapidly 
both  in  sensitivity  and  specificity  and 
thus  attempts  to  circumvent  doping 
controls  are  not  likely  to  succeed.” 
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The  1 1 ,000  athletes  at  the  Montreal  games  will 
be  served  a kind  of  super-diet,  an  average  in- 
take of  about  5,000  calories  per  day,  in  the 
neighborhood  of  eight  pounds  of  food.  This 
allows  for  as  much  as  8,000  calories  for  the 
weightlifters  and  as  few  as  2,000  for  the  female 
gymnasts.  And  there  will  be  masses  of  protein: 
more  beef  (173,500  pounds  of  it)  than  all  other 
meats  combined.  The  athletes  will  also  get 
1,250  gallons  of  green  olives,  96  gallons  of  ma- 
ple syrup,  and  700  gallons  of  ketchup.  The 
kitchens  will  go  24  hours  a day  and  there  will  be 
steak  for  breakfast. 
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Alcohol  is  not  among  the  drugs  banned  at  the 
Olympics  but  competitors  in  two  sports,  fencing 
and  shooting,  will  be  tested  for  alcohol  at  the 
specific  request  of  their  international  federations. 
This  is  because  some  fencers  and  shooters 
figure  alcohol  helps  calm  them  — and  there  may 
be  another  reason:  both  sports  are  part  of  the 
modern  pentathlon  and,  a few  years  ago,  the 
president  of  the  international  pentathlon  federa- 
tion had  a close  call  because  of  alcohol;  a com- 
petitor at  an  international  meet  was  tipsy  and  he 
stumbled  and  his  gun  went  off.  The  bullet  zipped 
past  the  president’s  ear. 


Baron  Pierre  de  Coubertin,  the  gentleman  who 
founded  the  modern  Olympics,  probably  would 
have  chuckled  at  today’s  elaborate  “femininity 
controls,”  the  tests  which  determine  if  women 
athletes  really  are  women.  He  was  dead  set 
against  allowing  women  to  take  part:  “Olympics 
with  women,”  he  declared,  “would  be  incorrect, 
unpractical,  uninteresting,  and  not  esthetic.”  All 
the  285  athletes  who  competed  in  the  first 
modern  games,  in  Athens  in  1896,  were  men. 
Women  were  first  allowed  to  take  part  in  tennis 
and  archery  events  and,  in  1912,  they  were  ad- 
mitted to  one  swimming  event.  The  first  general 
participation  by  women  was  at  Amsterdam  in 
1928. 
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Some  senior  sports  people  have  said  'that 
athletes  should  be  permitted  to  use  drugs;  if  they 
kill  themselves,  it’s  their  own  fault.  To  this,  Olym- 
pic officials  reply  that  drugs  could  endanger 
other  athletes  and  spectators,  as  well  as  the 
athlete  himself,  and  certainly  would  set  a bad 
example  for  young  people.  And  the  Olympic  offi- 
cials note  cases  where  athletes  have  taken 
drugs  without  really  knowing  what  they  are  tak- 
ing — or  what  it  will  do  to  them.  "Competitions,” 
the  Olympic  executives  say,  “must  not  be 
allowed  to  become  competitions  between  phar- 
macologists and  physicians  using  competitors  as 
guinea  pigs.” 
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If  the  system  of  Olympic  dope  testing  is  elabor- 
ate, the  food  testing  at  the  Montreal  games  is 
nothing  short  of  cunning;  Canada  has  come  up 
with  a world  first.  Testers  will  examine  the  food 
before  it’s  served  to  the  athletes  but  they’ll  also 
take  a portion  of  each  bit  of  food  — from  the 
cherry  pie  to  the  poached  salmon  with  creamed 
sauce  — and  they’ll  freeze  it.  Then,  later  on,  if 
any  athlete  should  blame  a poor  performance  on 
bad  food,  the  Canadian  Olympic  people  will 
simply  say:  “Nonsense  — and  we  happen  to 
have  a sample  so,  if  you  don’t  believe  us,  you 
can  test  it  for  yourselves." 
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Dr.  Georges  Letourneau,  the  Canadian  Forces 
doctor  who’s  in  charge  of  dope  testing  at  the 
Montreal  games,  says  politics  sometimes  are  in- 
volved in  the  selection  of  team  doctors  for  the 
Olympics.  It  happens  occasionally  with  smaller 
countries,  he  says.  He  recalls  chatting  with 
sports  doctors  at  international  competitions  and 
suggesting  that  they’ll  all  meet  again  at  the 
Olympics.  “But  they  say,  'No  chance’  and  I say, 
‘What?  You’re  a good  sports  doctor,  you’ve  been 
at  it  for  years,’  and  they  say,  ‘Oh,  yes,  but  for  the 
Olympics  it’s  always  the  son  of  so  and  so  who's 
the  minister  of  this  or  that  — or  a friend  of  the 
prime  minister.  ' ” 
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It  seems  pretty  doubtful  that  Olympic  trainers 
would  encourage  their  athletes  to  use  drugs  to- 
day, according  to  Dr  Letourneau,  because,  he 
says,  modern  trainers  are  pros:  “We’ve  gotten 
away  from  the  goodwill  trainer,  away  from  the 
sort  of  patriotic  type  who  had  not  much  know- 
how but  would  do  anything  for  his  country.  Being 
a trainer  today  is  a profession.  And  they  don’t 
believe  in  miracle  drugs  — what  they  believe  in 
is  training.” 
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INTERNATIONAL 

HEROIN  TRADE 


by  Peter  C.  Bourne 

■ 


Ten  years  ago  heroin  addiction  was  still  considered  to  be  primarily  a 
North  American  problem  with  a rather  minor  spillover  in  Britain. 
Elsewhere  in  the  world,  heroin  addiction  was  almost  non-existent  and 
even  though  opium  was  smoked  widely  and  eaten  for  medicinal 
purposes  in  parts  of  Asia  and  the  Middle  East,  its  use  was  effectively 


Dr  Bourne  is  a consultant  with  the  Drug  Abuse  Council  in  Washington  and  a lecturer  at 
Harvard  Medical  School.  He  was  formerly  assistant  director  of  the  White  House  Special 
Action  Office  for  Drug  Abuse  Prevention. 


( 


controlled  by  social  mores  which  restricted  it  largely  to  older  men  and 
maintained  a certain  stability  in  its  consumption. 

A Worldwide  Affliction 

In  the  last  five  years,  and  particularly  in  the  last  two,  what  was  once  the 
“American  Disease”  has  become  a worldwide  affliction.  Heroin 
addiction  has  become  a major  problem  in  a dozen  new  countries,  with 
the  numbers  of  addicts  continuing  to  increase  by  several  thousand 
every  month.  Not  only  are  those  who  are  becoming  addicted  for  the 
most  part  the  children  of  the  social  and  intellectual  elite  of  these 
countries— and  hence  their  future  leaders— but  the  massive  amounts 
of  money  now  involved  in  trafficking  have  corrupted  many  high  level 
officials  and  undermined  already  limited  and  unstable  economies. 
Many  factors  are  involved,  but  the  international  efforts  of  the  United 
States  to  interdict  the  flow  of  heroin  to  America  have  contributed 
substantially  to  what  can  only  be  described  as  a worldwide  heroin 
epidemic. 

In  1972,  the  U.S.  persuaded  the  Turkish  government  to  discontinue  the 
cultivation  of  opium  and,  at  the  same  time,  convinced  the  French  to 
clamp  down  aggressively  on  the  laboratory  operators  in  Marseilles.  The 
result  was  a significant  temporary  drying  up  of  heroin  supplies, 
particularly  along  the  east  coast  of  the  United  States.  Within  a year, 
however,  the  vacuum  left  by  the  curtailment  of  Turkish  heroin  was 
filled  by  a massive  influx  of  the  drug  from  a new  source— Mexico. 

The  Mexican  Connection 

In  1972  the  heroin  coming  from  Mexico  represented  only  20%  of  all 
heroin  consumed  in  the  United  States;  by  1975  it  amounted  to  more 


" The  heroin  trade  amounts  to  6°/o  of  the 
Mexican  gross  national  product,  and  is 
the  number  two  foreign  currency  earner 
behind  tourism 
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"As  the  lucrative  market  evaporated  with 
the  evacuation  of  troops  from  Southeast 
Asia,  the  traffickers  turned  even  more  to 
the  indigenous  populations." 


than  90%  of  that  coming  in.  Perhaps  of  more  importance,  it  is  estimated 
that  in  the  last  12  months,  seven  tons  of  heroin  produced  in  Mexico 
came  into  the  United  States.  This  heroin  sold  for  $45,000  a kilo  at  the 
border,  for  a total  that  is  conservatively  estimated  at  $315  million.  The 
entire  legitimate  annual  exports  from  Mexico  amount  to  only  2.5 
billion  dollars.  The  heroin  trade  accounts  for  6%  of  the  Mexican  gross 
national  product,  and  is  the  number  two  foreign  currency  earner 
behind  tourism.  In  the  six  northern  states  in  the  country,  opium 
cultivation  is  now  the  key  element  in  the  economy.  In  the  three  states 
of  Sinaloa,  Durango,  and  Chihuahua,  American  officials  estimate  from 
aerial  surveys  that  27,875  acres  of  opium  were  grown  in  1975. 

To  date,  the  number  of  Mexicans  who  have  become  addicts  remains 
small,  but  it  is  increasing.  Should  there  be  any  success  in  interdicting 
the  flow  of  heroin  to  the  United  States  and  Canada,  which  at  present 
seems  unlikely,  then  it  is  probable  that  the  traffickers,  accustomed  to  a 
lucrative  income,  would  turn  to  the  Mexican  population  and  the  rest  of 
Latin  America  as  a market  for  their  heroin. 

Despite  initial  success  by  the  U.S.  in  cutting  off  the  flow  of  heroin  from 
Turkey  by  paying  the  Turks  $35  million  a year  to  stop  cultivating 
opium,  a change  in  government  resulted  in  a reversal  of  that  policy  and 
Turkish  farmers  are  again  growing  this  lucrative  crop. 

While  there  is  little  evidence  yet  that  the  new  crop  is  being  diverted, 
there  has  been  a significant  increase  in  heroin  use  in  Europe— 
particularly  in  Germany,  Italy,  Denmark,  and  the  Netherlands.  It 
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appears  that,  should  Turkish  opium  start  being  diverted  again,  there 
will  be  a convenient,  accessible,  and  affluent  market  for  it  without  any 
longer  having  to  worry  about  the  risks  of  bringing  it  all  the  way  to 
North  America. 


The  Vietnam  Market 

In  Southeast  Asia  over  the  10-year  period  of  the  Vietnam  war,  a multi- 
million dollar  business  developed  supplying  heroin  to  U.S.  troops.  Some 
was  consumed  in  Asia,  but  a significant  amount  was  shipped  back  to 
America  to  be  sold  on  the  streets.  This  opium  was  cultivated  in  the 
“Golden  Triangle”  where  Laos,  Burma,  and  Thailand  come  together  in 
a region  where  little  or  no  government  control  exists.  The  tribespeople 
in  this  area  had  long  been  growing  opium  for  domestic  use,  but  the 
American  market  provided  an  entirely  new  level  of  economic 
opportunity. 


Even  before  the  U.S.  began  to  pull  troops  out  of  Vietnam,  heroin  had 
begun  to  catch  on  among  young  Asians.  In  Hong  Kong,  with  a labile 
social  situation  and  a history  of  traditional  opium  use,  the  incidence  of 
heroin  addiction  rose  during  the  early  70s  to  one  of  the  highest  levels 
in  the  world.  And  as  the  lucrative  market  evaporated  with  the 
evacuation  of  troops  from  Southeast  Asia,  the  traffickers  turned  even 
more  to  the  indigenous  populations  — particularly  the  young  urban 
males,  many  of  whom  had  problems  of  alienation  in  a rapidly  changing 
society.  In  Thailand  it  is  now  estimated  that  there  are  as  many  as 
600,000  heroin  addicts,  up  from  300,000  only  three  or  four  years  ago.  In 
Burma  a similar  problem  exists.  A limited  economy  with  few  jobs  even 
for  the  most  highly  educated,  an  oppressive  political  system,  and  a 
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"One  physician  in  Mandalay  estimated 
that  3 % of  the  college  students  in  that 
town  were  heroin  addicts." 
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" . . . laws  outlawing  the  traditional  use  of 
opium  have  encouraged  the  shift  to  the 
odorless  and  more  easily  concealed 
heroin. " 


policy  that  prohibits  emigration  has  created  a sense  of  frustration  and 
hopelessness.  Young  college  students  and  graduates  who  can  find  no 
work  are  turning  to  heroin  in  enormous  numbers.  One  physician  in 
Mandalay  estimated  that  3%  of  the  college  students  in  that  town  were 
heroin  addicts.  The  profits  for  traffickers  may  not  be  as  great  as  selling 
to  Americans,  but  the  risk  is  minimal  and  the  income  is  steady  and 
growing. 

Steadily  Worsening  Problem 

In  Malaysia  and  Indonesia,  the  use  of  heroin  has  climbed  dramatically 
in  the  last  three  years,  and  while  it  has  not  approached  the  magnitude 
that  it  has  in  Burma  and  Thailand,  the  rapidity  with  which  new  people 
are  becoming  addicted  and  the  inability  of  the  governments  in  those 
countries  to  control  the  problem  effectively  are  causing  considerable 
alarm. 

There  is  a belief  held  by  some  authorities  that  the  United  States’  inten- 
sive efforts  to  get  countries  such  as  Thailand  and  Laos  to  pass  laws  out- 
lawing the  traditional  use  of  opium  have  encouraged  the  shift  to  the 
odorless  and  more  easily  concealed  heroin.  This  has  triggered  the 
widespread  use  of  this  drug,  not  among  the  older  male  population  who 
previously  had  been  the  only  ones  using  narcotics,  but  among  the 
youth  of  these  countries  who  have  no  pre-existing  or  controlled  pat- 
terns of  use.  In  these  countries,  opium  is  often  grown  in  areas  outside 
the  control  of  the  central  government  and  the  immense  profits  have 
dramatically  compounded  pre-existing  problems  of  police  corruption, 
making  control  of  supply  almost  impossible  and  the  capacity  to  provide 
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"Despite  international  agreements  . . . 
crop  substitution  programs  ...  or  direct 
diplomatic  pressure  . . . there  has  not 
been  any  significant  reduction  in  the 
amount  of  heroin  being  grown." 
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treatment  almost  non-existent.  One  is  forced  to  the  conclusion  that  the 
problem  can  only  continue  to  get  steadily  worse  in  the  future. 

Wealth  amidst  Poverty 

One  region  of  particular  interest  includes  Afghanistan  and  Pakistan.  It 
appears  that  this  area  of  the  world  will  be  of  the  greatest  significance  in 
international  narcotics  trafficking  in  the  immediate  future.  This  area 
has  long  produced  large  quantities  of  opium  which,  for  the  most  part,  ; 
have  been  consumed  locally  or  in  neighboring  Iran.  The  mountainous 
terrain  where  the  opium  is  grown  is  largely  out  of  control  of  the  central 
governments  of  these  two  countries.  While  there  has  been  no  evidence 
in  the  past  that  opium  here  was  ending  up  in  the  international  traffic  ] 
elsewhere  in  the  world,  this  is  now  suddenly  changing.  Last  year,  for 
the  first  time,  a heroin  processing  laboratory  was  found  in  Pakistan. 

The  international  traffickers  are  clearly  increasingly  aware  of  Afghan- 
istan and  Pakistan  as  an  easy  source  of  narcotics,  and  nationals  of  those  vj 
two  countries  are  showing  a sudden  realization  of  this  immense 
potential  wealth  in  their  otherwise  poverty  stricken  countries.  The 
development  of  a major  heroin  trade  out  of  these  two  countries  poses  a 
threat  not  only  as  a new  source  for  the  markets  in  North  America  and 
Europe,  but  also  for  the  largely  unexploited  potential  in  Africa  and 
certain  parts  of  the  Middle  East. 

Although  Iran  has  long  been  an  opium  consuming  country,  it  is  only  in 
the  last  few  years  that  significant  quantities  of  heroin  have  begun  to 
appear.  As  a result,  there  has  been  an  increasing  shift  of  heroin  use  to 
younger  people  and  particularly  those  living  in  the  urban  rather  than 
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rural  areas.  The  increase  in  use  seems  to  be  continuing  and  there  is 
little  evidence  that  any  steps  by  the  Iranian  government  are  containing 
it.  There  are  at  present  300,000  heroin  and  opium  addicts  in  the 
country. 

Hard  to  Eliminate 

Based  on  this  recently  available  information  concerning  the  interna- 
tional trafficking  patterns  and  the  spreading  use  of  heroin  in  many  new 
locations  there  are  some  conclusions  which  can  be  drawn. 

Once  opium  is  being  grown  in  a country,  it  is  almost  impossible  to 
eliminate  it.  Despite  international  agreements  such  as  the  U.S.  one  with 
Turkey,  crop  substitution  programs  as  in  Thailand,  or  direct  diplomatic 
pressure,  as  applied  in  Mexico,  there  has  not  been  any  significant 
reduction  in  the  amount  of  heroin  being  grown.  And  the  longer  opium 
cultivation  has  existed,  the  harder  it  is  to  eliminate  because  those 
profiteering  from  it  become  unwilling  to  relinquish  their  new 
affluence.  Similarly,  in  many  instances,  the  money  from  opium  creates 
a new  level  of  corruption  among  government  officials  that  undermines 
any  desire  to  move  against  the  growers. 

When  a heroin  market  does  dry  up  or  trafficking  routes  are 
successfully  interdicted,  the  growers  do  not  stop  growing  opium.  They 
look  aggressively  for  new  markets.  Perhaps  the  best  example  of  this  is 
the  switch  to  local  indigenous  populations  by  traffickers  in  Southeast 
Asia  after  U.S.  troops  were  pulled  out. 

Although  we  think  in  terms  of  opium  cultivation  occurring  only  in 
certain  countries— namely  where  it  currently  grows— there  are  many 


"The  money  from  opium  creates  a new 
level  of  corruption  among  government 
officials  that  undermines  any  desire  to 
move  against  the  growers." 
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other  locations  in  the  world  where  it  could  be  grown,  but  where  it  has 
not  been  grown  to  date.  This  means  that  even  if  opium  cultivation 
could  be  eliminated  in  those  places  where  it  currently  grows,  traffickers 
would  have  innumerable  other  potential  growing  sites  available. 

Increasing  Vulnerability 

While  heroin  addiction  has  spread  in  recent  years  to  involve  the  youth  f 
of  many  previously  unaffected  nations  there  still  remain  large  areas  of 
the  world  which  are  highly  vulnerable  to  its  further  spread.  Particularly 
in  Africa  and  South  America,  social  change,  urbanization,  and  the  in- 
creasing  alienation  of  youth  as  in  more  industrialized  nations  have  cre- 
ated an  ideal  situation  for  the  spread  of  this  problem.  Increasing  siti 
affluence  will  only  increase  the  vulnerability  of  these  regions  and  their  sev 
desirability  as  a profitable  market.  tfi 


The  immense  financial  profits  which  heroin  trafficking  offers  makes 
people  willing  to  take  considerable  risks.  It  also  not  only  corrupts  but 
builds  into  national  institutions  a vested  interest  in  not  interfering 
effectively  with  the  cultivation  or  trafficking.  In  poor  countries  it  leads 
to  a serious  undermining  of  the  national  economy. 

All  of  our  efforts  to  deal  with  the  heroin  problem  have  had  little  or  no 
impact.  Most  countries  do  not  have  effective  law  enforcement  agencies 
to  deal  with  this  problem  and  treatment  for  the  addict  is  limited  or  non- 
existent. Few  other  countries  are  capable  of  taking  the  steps  that  North 
America  has  taken  to  retard  the  spread  of  addiction. 
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The  problem  of  heroin  addiction  is  getting  steadily  worse  worldwide,  pr< 
with  all  the  evidence  suggesting  that  we  are  heading  into  a catastrophic  mu: 
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"Most  countries  do  not  have  effective 
law  enforcement  agencies  to  deal  with 
this  problem  and  treatment  for  the  addict 
is  limited  or  non-existent." 
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" . . . sending  narcotics  agents  all  over  the 
world . . . seems  to  have  had  minimal 
effectiveness  and  to  have  generated  a 
great  deal  of  hostility.'' 


situation  with  serious  implications  for  the  stability  of  the  economies  of 
several  small  nations  and  for  the  youth  and  future  leadership  of  much 
j of  the  world. 

Recognizing  the  Threat 

Efforts  by  the  United  States  as  well  as  those  of  the  United  Nations 
organizations  seem  to  have  failed  to  come  to  grips  with  the  problem. 
We  need  to  begin  to  see  the  problem  as  one  which  must  be  dealt  with 
on  a worldwide  basis  and  not  merely  as  an  effort  to  keep  heroin  out  of 
North  America.  We  must  help  other  nations  to  develop  the  expertise  to 
deal  with  their  own  addiction  problems  with  a far  greater  level  of 
commitment  than  we  are  making  at  present.  It  is  not  merely  a question 
I of  sending  narcotics  agents  all  over  the  world.  That  seems  to  have  had 
| minimal  effectiveness  and  to  have  generated  a great  deal  of  hostility. 
What  is  needed  is  a well-funded  program  to  offer  assistance  in  the 
prevention  and  treatment  of  drug  abuse  so  that  we  can  reduce  the 
| spread  of  the  problem  and  the  casualties  it  causes.  Any  such  program 
must  be  linked  to  economic  development  in  those  countries  so  that 
heroin  is  no  longer  seen  as  a major  source  of  national  income. 

Above  all,  we  must  recognize  that  narcotic  addiction  is  now  a global 
problem,  not  merely  a North  American  one,  and  we  must  have  a united 
coordinated  effort  to  deal  with  the  problem  on  that  basis.  We  can  no 
longer  afford  to  blame  other  nations  for  the  drug  problems  that  have 
! developed  here.  The  prospects  for  dealing  with  the  problem  are  not 
good  under  the  best  of  circumstances,  but  unless  we  change  our  at- 
titude and  recognize  the  magnitude  of  heroin  addiction  and  the  threat 
it  poses  now  to  the  entire  world,  we  may  as  well  abandon  our  efforts 
j before  we  even  begin. 
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by  Josette  Escamilla-Mondanaro 


When  one  looks  at  the  real  needs  of  the  pregnant  addict,  and  the  needs 
of  her  children,  it  becomes  evident  that  methadone  maintenance  alone 
is  not  only  counter  productive,  it  actually  creates  more  problems  for  the 
family.  Methadone  appears  to  be  assisting  the  perpetuation  of  the 
generational  cycle  of  battered  and  neglected  children  growing  up  to  be 
dependent  and  needy  adults. 

Beginning  the  Cycle 

The  heroin  addict  herself  is  more  often  than  not  a product  of 
battering— initially  battered  in  the  home  and  secondarily  battered  by 
society.  In  taking  the  early  family  histories  of  these  women,  it  becomes 
clear  that  they  were  deprived  of  nuturance  and  warm,  loving  care. 
Their  parents  had  either  premature  or  totally  unrealistic  demands  and 
expectations  of  them.  When  they  could  not  satisfy  these  demands, 
they  were  criticized  and  punished. 

This  emotional  neglect  coupled  with  punishment  for  failing  to  live  up 
to  parents’  untimely  demands  fosters  a sense  of  personal  inadequacy. 


Dr  Escamilla-Mondanaro  is  a consultant  with  the  California  state  department  of  health 
and  medical  director  of  New  Perspectives,  an  alcohol  program  for  young  adults. 
References  for  this  article  are  available  upon  request. 


The  individual  becomes  fearful  of  risk-taking  because  of  the  threat  of 
failure,  criticism,  and  punishment. 

Often,  too,  these  women  are  the  products  of  strict  sex  role  socialization. 
Girls  were  to  be  girls:  passive,  dependent,  feminine,  coy,  non-assertive. 
It  is  known  that  high  femininity  in  females  correlates  with  high 
anxiety,  low  self  esteem,  and  low  self  acceptance. 

This  triad  of  strict  sex  role  socialization,  emotional  neglect  as  an  infant, 
and  untimely  premature  expectations  of  performance  by  parents 
typifies  the  family  of  origin  of  these  women.  They  were  actually 
groomed  to  failure  by  their  families. 

Echoes  and  Re-echoes  of  Failure 

The  sense  of  inadequacy  and  low  self  esteem  derived  from  the  home 
experience  is  reinforced  by  society  at  large.  The  fact  that  most  heroin 
addicts  come  from  low  socioeconomic  backgrounds  reinforces  the 
initial  sense  of  alienation  and  failure.  In  a society  which  judges  human 
worth  by  material  power  (class),  by  color  of  skin  (race),  and  by  the 
presence  of  a penis  (sex),  it  should  not  be  shocking  to  find  that  the 
poor,  the  non  white,  and  the  women  are  considered  less  worthy. 

Thus,  both  the  primary  family  and  society  at  large  combine  to  echo  and 
re-echo  the  words  the  child  hears  and  ultimately  believes— she  is  no 
good.  Some  victims  of  this  type  of  battering  use  drugs,  others  will 
employ  different  coping  mechanisms.  But  for  all  of  these  women,  the 
severe  lack  of  resources,  both  cognitive  and  affective,  place  them  in  a 
high  risk  category.  If  their  use  of  heroin  were  not  to  bring  them  to  our 
clinic,  some  other  aspect  of  the  manner  with  which  they  cope  with 
society  would  bring  them  to  professional  attention.  Unfortunately  for 
them,  society  has  responded  most  aggressively  to  their  drug  use,  rather 
than  to  their  basic  needs. 

Severe,  Dangerous  Needs 

The  results  of  societal  and  familial  battering— lack  of  self  esteem,  fear 
of  taking  risks,  lack  of  trust,  and  isolation  — are  reflected  in  a recent 
study  which  demonstrates  a striking  psychological  mood  difference 
between  drug  abusers  and  drug  users.  This  study  of  1,987  young  people 
reported: 

That  they  are  “unable  to  finish  projects’'  once  begun  (abusers 
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47%,  users  26%,  nonusers  26%).  That  things  often  seem  hopeless 
to  them  (abusers  43%,  users  17%,  nonusers  19%).  That  “every 
time  I try  to  get  ahead,  something  or  someone  stops  me”  (abusers 
47%,  users  21%,  nonusers  18%). 

Abusers  also  report  feeling  isolated,  having  little  in  common  with 
their  peers,  and  feeling  like  “black  sheep”  and  second  class 
citizens.  By  a four-to-one  margin,  abusers  report  that  “I  never 
found  a group  where  I belonged”  (abusers  34%,  users  and 
nonusers  8%).  Abusers  feel  left  out,  alienated,  lonely,  and  they 
have  much  more  trouble  at  home  and  at  school.  By  two  to  one, 
more  abusers  than  users  have  run  away  from  home  (66%  to  37%). 
Many  more  abusers  than  users  report  failing  courses  (36%  to 
16%),  being  expelled  from  school  (70%  to  41%),  or  damaging 
property  on  purpose  (62%  to  43%). 

These  results  dramatically  demonstrate  that  “drug  addicts”  do  have 
severe  cognitive  and  affective  needs.  And  these  needs  impair  their 
parenting  ability.  The  cognitive  deficiencies  include  not  knowing  how 
to  care  for  the  child,  not  knowing  what  to  realistically  expect  for  the 
child  at  various  ages.  The  affective  (emotional)  needs  of  the  mother 
include  role-reversal:  needing  the  child  to  love  and  care  for  her; 
needing  the  child  to  give  her  the  warmth  and  nuturance  she  did  not 
experience  when  she  was  a child. 

Reality  through  a Cloud 

Unrealistic  expectations  are  the  keystone  from  the  very  first.  Although 
most  often  the  pregnancy  was  not  planned,  the  woman  attempts  to 
make  the  most  of  it.  Women  have  stated  that  now,  since  they  are 
pregnant,  their  own  mothers  will  accept  and  love  them;  their  husbands 
will  get  it  together,  and  get  straight  jobs,  stop  drinking,  lose  weight,  rent 
a larger  apartment,  pay  more  attention  to  them,  stay  home  more,  be 
helpful  around  the  house.  When  questioned  about  what  difficulties  and 
disappointments  they  can  foresee  surrounding  the  birth  of  the  baby, 
the  women  usually  see  no  obstacles  to  their  happiness,  and  truly 
believe  the  child  will  bring  many  fringe  benefits. 

The  pregnant  woman  enters  the  methadone  program  with  the  basic 
background  of  low  self  esteem,  fear  of  risk-taking,  and  a severe  lack  of 
cognitive  and  affective  resources  with  which  to  cope  with  life.  But  with 


43 


high  expectations  that  the  quality  of  life  will  improve  with  the  birth  of 
her  baby.  Frequently,  instead  of  the  treatment  program  acting  as  a 
source  of  reality  testing,  the  program  actually  reinforces  the  woman’s 
denial  mechanisms  by  clouding  the  issue  with  methadone. 

If  a woman  is  maintained  at  a high  dose  of  methadone,  her  ability  to  see 
reality  is  diminished  by  the  fogging,  tranquillizing  effect  of  this  drug. 
This  may  be  at  40  milligrams  a day  or  higher,  but  for  some  people  the 
effect  is  felt  at  much  lower  doses.  When  women  are  slowly  and  volun- 
tarily tapered  from  methadone,  their  perceptions  of  the  home  environ- 
ment, husband,  and  discomforts  of  pregnancy  become  more  astute,  but 
they  are  still  not  realistic. 

Break  in  Bonding 

The  women  are  brought  crashing  down  to  earth  at  the  time  of  delivery. 
After  birth  the  passively  addicted  newborn  is  placed  in  a Neonatal  In- 
tensive Care  Unit.  The  hallmark  of  methadone  withdrawal  for  the 
newborn  is  a high  level  of  irritability.  Because  of  this  irritability  the  in- 
fant does  not  respond  well  to  normal  mothering.  When  picked  up,  his 
crying  may  be  intensified.  When  placed  in  the  crib  and  wrapped  and 
left  alone  he  will  calm  down. 

The  normal  pattern  of  bonding  between  the  mother  and  child  is 
disrupted  in  two  ways.  First,  the  baby  is  in  the  intensive  care  unit 
experiencing  withdrawal  and  is  seen  as  sick  by  the  mother.  She 
withholds  her  affection,  love,  and  warmth  until  she  knows  that  he  will 
be  all  right.  She  is  preparing  herself  for  the  possible  death  of  the  child. 
This  withholding  of  love  is  typical  for  mothers  who  have  sick 
newborns,  and  certainly  not  restricted  to  addicted  mothers  and  their 
babies.  The  ramification  here  is  that  the  mother  may  not  be  able  to 
make  up  for  lost  time  once  she  feels  safe  in  loving  her  child.  A wedge 
has  been  driven  between  the  natural  bonding  of  mother  to  child  which 
may  have  long  lasting  effects  on  their  relationship. 

Intensifying  Inadequacy 

The  second  disruption  in  this  bonding  occurs  because  the  baby  is 
experiencing  the  withdrawal  syndrome.  The  irritable  child  responds 
negatively  to  normal  coddling.  A healthy  newborn  who  is  not 
experiencing  withdrawal  responds  positively  to  mothering.  If  you  were 
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to  pick  up  a crying  baby  and  rock  her,  she  would  begin  to  settle  down 
and  finally  rest  peacefully  in  your  arms.  You  feel  useful  and  good.  You 
are  proud  to  have  an  effect  on  this  crying  infant.  Imagine  what  it  feels 
like  to  pick  up  an  infant,  cuddle  her,  and  have  her  cry  even  more  than 
before.  How  many  of  us  have  experienced  just  the  mild  rejection  when 
a friend’s  child  turns  away  or  is  scared  of  us?  This  feeling  is  intensified 
for  these  women  who  already  believe  they  are  inadequate.  At  this  point 
the  mother  feels  that  her  attempts  at  mothering  are  inadequate  and  that 
the  baby  rejects  her  specifically.  Often  the  mother  places  emotional 
distance  between  herself  and  the  unresponsive  infant.  This  emotional 
distance  gets  translated  to  the  baby  via  physical  distance.  The  mother 
may  hold  the  baby  loosely  or  place  it  on  a bed  during  bottle  feedings. 
Often  the  women  are  totally  engaged  in  talking  with  the  staff  or  other 
clients  or  drinking  coffee  and  smoking,  and  are  quite  oblivious  to  the 
babies  in  their  laps. 


Distant  and  cold  mothering  may  lead  to  irritable  “colicky”  babies 
whether  or  not  the  infant  experienced  narcotic  withdrawal.  I believe 
this  “colicky”  syndrome  is  the  result  of  both  the  narcotic  withdrawal 
and  the  distant  mothering  demonstrated  by  these  women.  This  distant 
attitude  is  the  product  of  the  mother  being  rejected  by  her  withdrawing  j 
infant  as  well  as  a reflection  of  the  lack  of  warm  mothering  she  herself  j 
experienced  as  an  infant. 

Back  Seat  to  a Drug 

The  newborn  may  demonstrate  irritability  and  hyperactivity  for 
months  after  delivery.  Methadone  babies  have  been  described  as 
hyperactive,  irritable,  and  “colicky”  for  three  or  more  months  after 
birth  — a direct  effect,  some  believe,  of  the  methadone  on  the 
neonate’s  system.  During  this  time,  pediatricians  frequently  give  the 
mother  phenobarbital  or  products  containing  phenobarbital  to  quiet 
the  infant.  This  medication  certainly  does  make  the  infant  less  irritable. 
But  the  circle  is  completed.  The  mother,  rejected  by  her  irritable, 
inconsolable  child,  withholds  her  love  and  mothers  coldly,  indifferent- 
ly, and  distantly.  Her  own  mothering  attempts  are  seen  as  inadequate. 
The  baby  becomes  irritable  and  now,  where  she  has  personally  failed  to 
console  her  child,  a drug  will  do  the  trick.  Once  again,  human  resources 
take  a back  seat  to  a drug.  The  addicts’  original  belief  that  drugs  are 
superior  to  human  resources  has  been  reinforced. 


46 


Great  Expectations 

It  soon  becomes  clear  that  the  mother  needs  the  child  to  grow  up  fast 
and  start  giving  herXovc.  The  mothers  are  ill  prepared  cognitively  and 
affectively  to  deal  with  these  needy,  dependent  infants.  They  are  ob- 
sessed with  the  idea  of  “spoiling”  the  child  and  with  toilet  training. 

Most  expect  the  child  to  be  toilet  trained  when  it  is  one  year  old.  One 
woman  described  yelling  at  her  10-day-old  baby  to  shut  up  while  she 
was  heating  the  bottle.  Often  they  feel  that  good  mothering  means 
talking  with  the  child  and  explaining  exactly  why  the  bottle  isn’t  ready. 
This  would  be  fine,  except  they  expect  the  infant  to  understand  the 
reasoning  and  then  respond  appropriately  by  waiting  patiently. 

Women  bring  their  toddlers  to  the  methadone  clinic  and  do  not 
provide  any  toys  with  which  to  play.  They  expect  the  two,  three,  or  four 
year  old  to  sit  quietly  while  they  are  talking  with  friends  and  picking  up 
methadone.  The  air  is  filled  with  conflict  as  the  adventuresome 
toddlers  take  off  to  explore  and  mothers  chase  after  them,  slapping 
their  hands,  yelling,  and  pulling  them  back.  Again,  this  premature 
expectation  that  the  child  should  sit  and  wait  quietly  leads  to  failure  on 
the  child’s  part  and  ultimately  to  punishment.  This  emotional  battering 
will  most  likely  continue  without  interruption.  Intervention  from 
outside  sources  usually  does  not  occur  unless  there  is  obvious  physical 
battering.  However,  even  physical  battering  often  goes  undetected  and 
uninterrupted. 

High  Risk  for  T rouble 

There  should  be  little  doubt  as  to  the  type  of  children  who  will  emerge 
from  this  environment.  It  has  already  been  demonstrated  that  there  is  a 
higher  incidence  of  emotional  and  behavioral  problems  in  children  of 
alcoholic  parents.  It  should  not  be  surprising  that,  in  psychologist 
Margaret  Hindman’s  words,  “these  youngsters  have  a poor  self  con- 
cept, are  easily  frustrated,  often  perform  poorly  in  school,  and  are  more 
likely  than  their  peers  to  suffer  from  adjustment  problems,  particularly 
during  adolescence.” 

Children  of  alcoholics  are  also  twice  as  likely  to  become  alcoholics  than 
their  peers  of  non-alcoholic  parents.  Clearly  the  children  of  drug 
addicts  must  also  be  at  a high  risk.  They  too,  will  have  low  self  esteem, 
lack  of  self  confidence,  and  be  needy  as  well  as  dependent.  This  will  oc- 
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cur  as  a natural  course  unless  interrupted  by  a comprehensive  treat- 
ment program. 

Treatment  with  Feminist  Orientation 

In  view  of  the  needs  of  the  pregnant  addict,  and  the  detrimental  effects 
of  methadone  on  pregnancy  and  parenting,  pregnant  addicts  should  be 
maintained  on  the  drug  only  if  the  program  is  prepared  to  deliver  com- 
prehensive treatment. 

Comprehensive  treatment  includes:  psycho-social  support  administer- 
! ing  to  cognitive  and  affective  needs;  prenatal  care;  neonatal  intensive 
care;  pediatric  follow-up;  and  developmental  studies  on  children. 

Cognitive  (knowledge)  needs  can  be  dealt  with: 

1.  Informative  groups 

a)  nutrition 

b)  pregnancy,  labor,  and  delivery 

c)  child  development 

d)  teaching  the  woman  how  to  handle  the  irritable 
withdrawing  newborn 

2.  Age-specific  lending  toy  libraries 

3.  Child  care  centres  in  which  the  parents  participate 

j Affective  (emotional)  needs  can  be  approached  through: 

1.  Therapy  — individual  and/or  group 

2.  Staff  attitudes 

a)  creating  a warm  environment 

Ib)  respecting  the  rights  of  pregnant  addicts 
c)  enjoying  working  with  these  women 
d)  setting  realistic  goals 

e)  acknowledging  even  small  gains 

f)  being  appropriately  supportive 

The  comprehensive  program  must  be  developed  within  a feminist 
orientation.  Work  being  reported  both  in  the  areas  of  addiction  and 
women’s  therapy  stress  that  liberation  from  sex  role  stereotypes  is  an 
essential  ingredient  for  a woman’s  well  being.  Only  programs  which  ac- 
tively meet  the  needs  of  both  the  pregnant  addict  and  her  children  will 
have  a positive  impact  on  the  generational  cycle  of  abused  neglected 
children  becoming  needy  and  dependent  adults. 
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Alcohol  consumption  may  no  longer  be  increasing  in  Ontario,  and 
Ontarians  may  have  ceased  buying  most  of  their  beverage  alcohol  in 
the  form  of  beer.  These  are  two  important  points  gleaned  from  an 
analysis  of  provisional  figures  provided  by  the  Liquor  Control  Board  of 
Ontario  for  the  year  ending  March  31,  1976. 

A Halt  in  the  Rise 

After  many  years  of  rising  consumption,  Ontarians  seem  to  have 
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reached  a plateau  in  their  use  of  alcohol.  Per  capita  alcohol 
consumption  has  changed  by  less  than  one  half  of  one  percent  in  each 
of  the  last  two  years.  The  progressive  shift  away  from  beer  has 
continued,  however,  to  the  point  where,  for  the  first  time  since  1933 
and  perhaps  earlier,  more  alcohol  is  being  sold  in  Ontario  as  wines  and 
spirits  than  as  beer. 
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The  extent  and  pattern  of  alcohol  use  is  an  important  part  of  the  social 
and  political  fabric  of  the  province,  and  it  is  useful  to  try  and 
understand  why  alcohol  consumption  increased  until  recently  and  is 
now  levelling  off,  why  the  switch  from  beer  to  wine  and  spirits  is 
occurring,  and  why  the  opposite  shift  occurred  in  the  1930s.  It  is  also 
useful  to  try  and  portray  what  might  be  the  implications  of  current 
trends  in  alcohol  use,  and  especially  the  trend  towards  greater  use  of 
wines  and  spirits. 


Days  of  Prohibition 

The  pair  of  graphs  presented  on  pages  58-59  is  a distillation  of  much  of 
the  province’s  history  since  the  end  of  Prohibition  in  1927.  The 
Ontario  Temperance  Act  had  been  introduced  by  the  Conservative 
government  of  Sir  William  Hearst  as  a wartime  measure  in  a period 
when,  following  the  example  of  King  George  V,  abstinence  was  seen  as 
a patriotic  virtue.  The  act  became  law  in  1916.  It  prohibited  the  sale  of 
most  kinds  of  alcoholic  beverage,  except  for  medical  purposes.  Not 
surprisingly,  medical  practice  changed  to  meet  circumstances.  In  the 
month  of  April  1920  alone,  one  well-known  Toronto  physician  was 
said  to  have  prescribed  or  administered  the  equivalent  of  nearly  2,000 
regular  bottles  of  whisky.  This  physician’s  prescribing  habits  were  by 
no  means  unusual  for  the  time,  but  they  achieved  later  notoriety  when 
he  was  minister  of  health  in  the  government  that  repealed  the 
temperance  legislation. 

The  provincial  election  of  December  1926  was  fought  almost  entirely 
over  the  issue  of  repeal.  A referendum  in  1924  had  supported 
Prohibition,  but  sentiment  was  changing  so  rapidly  that  the  Conserva- 
tives’ promise  of  repeal  ensured  them  continuation  of  their  command- 
ing majority  in  the  Legislature  when  it  sat  again  in  1927. 

4 

Little  Change  after  Repeal 

Although  the  introduction  of  Prohibition  had  caused  a reduction  in 
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alcohol  use  in  the  province,  consumption  crept  up  during  the  dry  years 
and  repeal  of  the  temperance  law  made  very  little  difference  to  the 
amount  of  alcohol  that  was  being  consumed.  Prior  to  Prohibition, 
average  annual  consumption  was  the  equivalent  of  close  to  3.5  litres  of 
pure  alcohol  per  adult,  mostly  in  the  form  of  distilled  spirits.  In  the  later 
years  of  the  prohibition  period,  physicians  were  prescribing  the 
equivalent  of  about  a third  of  a litre  per  head  each  year.  It  was  estimated 
at  the  time  that  bootleggers  were  providing  seven  times  as  much  as  the 
medical  profession,  the  annual  total  thus  being  close  to  2.5  litres  per 
capita.  Average  annual  consumption  during  the  eight  years  after  repeal 
was  also  close  to  2.5  litres  for  each  adult  in  the  province,  as  can  be  seen 
from  the  solid-line  graph.  However,  repeal  of  the  Ontario  Temperance 
Act  did  achieve  two  of  the  objectives  of  its  movers;  the  bootleggers 
went  out  of  business  and  the  medical  profession  began  to  use  remedies 
other  than  alcohol  for  a wide  variety  of  complaints. 

One  of  the  reasons  why  repeal  made  so  little  difference  to  consumption 
levels  was  the  great  difficulty  in  obtaining  alcoholic  beverages  in  the 
post-Prohibition  years.  Permits  were  required  to  buy  spirits,  wine,  and 
beer,  and  they  could  be  used  only  at  government  stores,  which  were 
few  and  far  between.  As  late  as  1933  there  were  just  124  liquor  stores 
and  102  brewers’  outlets  in  the  whole  of  Ontario,  compared  with  596 
liquor  stores  and  416  Brewers’  Retail  stores  in  1975.  Consumption 
didn’t  rise  dramatically  after  1930  for  another  reason— the  Depression. 


Then  as  now,  probably  the  most  important  single  determinant  of 
alcohol  consumption  was  its  price  in  relation  to  disposable  income. 

Prohibition  Near-beer 

The  proportion  of  beverage  alcohol  sold  as  wines  and  spirits  remained 
remarkably  constant  during  the  first  six  post-Prohibition  years,  as  can 
be  seen  from  the  dotted-line  graph.  It  stayed  close  to  63%  during  this 
period  even  though  there  was  a 40%  decline  in  consumption  between 
1929  and  1933.  These  figures  do  not  cover  a significant  component  of 
beer  sales,  however. 

The  Ontario  Temperance  Act  had  been  amended  in  1924  to  allow  the 
sale  in  special  bars  of  4.4-proof  beer  — beer  containing  no  more  than 
2.5%  alcohol.  This  weak,  but  nevertheless  intoxicating,  brew  was  also 
known  as  light  beer,  near-beer  and  Fergie’s  foam,  the  last  after  Howard 
Ferguson,  the  Conservative  premier  who  introduced  both  the  amend- 
ment and  the  eventual  repeal  of  the  act.  Sales  of  near-beer  continued 
after  Prohibition.  Near-beer  remained  attractive  because  it  was  the 
only  alcoholic  beverage  that  could  be  bought  by  the  glass  and  because 
it  was  often  nearer  the  real  thing  than  the  law  allowed,  in  spite  of  a 
veritable  army  of  Liquor  Board  inspectors.  The  amount  of  alcohol  sold 
as  near-beer  is  not  known;  it  was  probably  considerable. 


Choice  of  Immorality 

The  provincial  election  of  1934  might  also  have  been  fought  over  the 
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j question  of  liberalizing  the  drinking  laws.  However,  the  Liberals  had 
learned  the  lesson  of  two  disastrous  defeats.  In  the  1929  election  they 
: had  won  only  14  of  112  seats,  mainly  because  of  their  continued 
yearning  for  prohibition.  Under  Mitchell  Hepburn,  whose  alleged 
fondness  of  liquor  was  said  to  cause  him  many  later  problems,  the 
Liberals  acquiesced  to  ‘loosening’  legislation  that  was  passed  just  prior 
to  and  implemented  just  after  the  1934  election.  Instead  of  fighting 
booze,  Hepburn  focused  attention  on  charges  that  the  Conservatives 
were  exacting  ‘tolls’  from  distillers  and  importers  for  Liquor  Board 
listing  privileges,  thereby  enriching  party  coffers  to  the  tune  of  $3 
million  each  year.  Thus  the  election  was  fought  not  over  the  debatable 
immorality  of  drinking  but  rather  over  the  undebatable  immorality  of 
graft  in  high  places.  The  Liberals  won  70  of  the  90  seats  in  the 
restructured  Legislature  and  proceeded  to  engage  in  an  orgy  of  cutback 
and  restraint  that  makes  the  efforts  of  the  present  Ontario  government 
seem  quite  humane  and  unobjectionable  by  comparison.  Half  the  civil 
service  was  fired,  boards  and  commissions  were  abolished,  and  cabinet 
ministers’  limousines  went  under  the  auctioneer’s  hammer  outside  the 
Legislature  itself. 

Beer— Ontario’s  Choice 

The  ‘loosening’  legislation  is  reflected  in  the  downward  plunge  of  the 
dotted-line  graph  between  1933  and  1936.  The  new  laws  sanctioned 
hotel  beer  parlors  and  allowed  the  purchase  of  beer  without  a permit,  in 
both  stores  and  parlors.  Ontario  became  a beer-drinking  province  and 
remained  so  for  more  than  40  years.  The  almost  unchecked  rise  in 
alcohol  consumption  began  at  that  time  too,  as  the  solid  graph 
indicates. 

! From  1936  onwards  most  of  the  perturbations  in  both  graphs  can  be 
| explained  in  terms  of  the  cost  of  spirits,  wine,  and  beer  in  relation  to 
I each  other  and  to  the  average  amount  of  disposable  income.  Some  of 
; the  dramatic  changes  had  other  causes.  The  sharp  decline  in 
consumption  from  1943  to  1944  was  the  result  of  wartime  restrictions 
on  the  availability  of  alcoholic  beverages.  These  were  lifted  the  next 
year  for  beer  alone:  hence  the  plunge  in  the  relative  popularity  of 
wines  and  spirits.  The  steep  postwar  rise  in  consumption  reflected  the 
removal  of  controls,  a certain  degree  of  prosperity  in  relation  to  the 
price  of  alcohol,  and  further  liberalization  of  the  drinking  laws.  Such  a 
steep  rise  did  not  occur  again  until  1971-72,  which  was  the  year  the 


drinking  age  was  lowered  from  21  to  18  years.  However,  the  dramatic 
rise  in  that  year  was  probably  not  a result  of  the  lowering  of  the 
drinking  age,  as  I shall  explain  later. 

The  Basement  Brews 

The  curious  peaks  in  1959  and  1969  represent  labor  unrest;  the  first  a 
brewery  workers’  strike  in  Ontario  that  made  beer  unavailable,  the 
second  a Liquor  Board  workers’  strike  in  Quebec  that  sent  Quebeckers 
across  the  provincial  border  in  droves.  The  substantial  increase  in 
liquor  sales  in  the  year  ending  March  1969  reminds  us  that  these 
figures  represent  sales  within  Ontario  rather  than  consumption  by 
Ontarians.  The  figures  also  include  sales  to  tourists  and  other  visitors. 
However,  as  there  is  no  reason  to  suppose  that  sales  to  Ontarians  when 
outside  of  Ontario  are  much  different  from  sales  to  visitors  in  Ontario, 
the  sales  figures  are,  in  most  years,  a pretty  good  indication  of  alcohol- 
beverage  consumption  by  residents  of  the  province. 

One  significant  component  of  alcohol  consumption  is  not  covered  by 
beverage  sales  figures.  Homemade  wine  and  beer  composed  more  than 
5%  of  all  alcohol  consumption  in  Ontario  in  the  1950s,  and  the 
proportion  has  almost  certainly  increased  since  then.  Because  wine 
rather  than  beer  is  the  preferred  basement  brew,  it  is  entirely  possible 
that  consumption  of  alcohol  in  the  form  of  wine  and  spirits  outstripped 
that  in  the  form  of  beer  some  years  ago. 

Effect  of  New  Drinking  Law 

The  most  recent  data— since  1970— are  of  Especial  significance  when 
trying  to  chart  the  future  of  alcohol  use  in  Ontario.  The  1971-72  spurt 
in  consumption  is  of  particular  interest.  It  is  widely  believed  that  the 
newly  liberated  teenagers  drank  a lot  and  that  beer  was  their  beverage 
of  choice.  If  this  were  true,  an  appreciable  dip  in  the  dotted-line  graph!? 
might  be  evident.  In  fact,  the  slow  but  progressive  shift  away  from 
beer  continued  without  interruption.  Moreover,  the  increase  that  year 
was  far  in  excess  of  any  reasonable  estimate  of  the  increased! 
contribution  from  people  aged  18-20  years  or  younger. 

The  new  law,  effective  July  28,  1971,  increased  the  population  of  legal 
drinking  age  by  8.1%,  but  because  it  was  in  effect  for  just  over  eight 
months  of  the  April-March  fiscal  year,  the  effective  population 
increase  for  the  year  was  5.3%.  The  1971-72  per  capita  increase  in 
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alcohol  consumption  was  7.9%,  which  means  that  even  if  people  aged 
18-20  went  immediately  from  zero  consumption  to  adult  levels,  a large 
2.6%  increase  still  remains  to  be  accounted  for. 

Other  data  suggest  that  teenage  drinking  increased  by  very  little  during 
the  year.  The  greater  part  of  the  large  1971-72  increase  in  average 
consumption  almost  certainly  occurred  for  reasons  other  than  the 
lowering  of  the  drinking  age,  reasons  that  are  still  far  from  clear. 

Out  of  Perspective 

The  whole  subject  of  teenage  drinking  has  gotten  quite  out  of 
perspective,  a situation  that  has  not  been  helped  by  the  recent  report  of 
the  Ontario  Youth  Secretariat.  A majority  of  young  people  aged  15  to  20 
were  using  alcohol  before  the  lowering  of  the  legal  drinking  age.  More 
use  alcohol  now,  but  the  proportion  was  increasing  anyway  and  the 
change  in  law  may  have  had  little  effect.  A similar  argument  can  apply 
to  teenage  involvement  in  alcohol-related  accidents. 

The  data  on  accidents  can  be  very  misleading.  Whether  or  not  alcohol 
is  reported  as  being  involved  in  a traffic  accident  depends  on  the 
perspective  of  the  police  official  making  the  report.  An  apparent 
increase  in  the  involvement  of  alcohol  in  teenage  accidents  since 
lowering  of  the  drinking  age  could  mean  simply  that  the  police  are  now 
more  likely  to  report  that  teenage  drivers  have  been  drinking.  A more 
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The  heavy  line  shows  how  sales  (and,  indirectly,  consumption)  of  alcoholic| 
beverages  in  Ontario  have  changed  over  the  years,  represented  as  litres  of 
the  pure  alcohol  that  the  various  beverages  contain.  The  dotted  line  shows 
how  sales  of  wines  and  spirits  have  changed  as  a percentage  of  sales  of  all 
alcoholic  beverages.  A litre  is  just  over  35  Imperial  fluid  ounces.  Distillei 


spirits  such  as  whisky,  gin,  and  vodka  contain  40%  alcohol  by  volume 
Ontario.  Fortified  wines  such  as  port  and  sherry  are  in  the  order  of  20% 
alcohol.  Other  wines  are  close  to  1 2%.  Regular  beer  contains  5%  alcohol.  A 
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litre  of  pure  alcohol  is  equivalent  to  about  3Vz  regular  bottles  of  liquor,  or 
seven  bottles  of  sherry,  or  1 1 bottles  of  table  wine,  or  60  bottles  of  beer. 
The  current  per  capita  consumption  of  just  over  1 1 litres  of  pure  alcohol  per 
lead  means  that  each  person  aged  15  and  over  in  Ontario  drinks  the 
equivalent  of  more  than  40  bottles  of  rye  each  year,  on  the  average.  The 
mints  for  1 976  represent  projections  based  on  population  trends  and  Liquor 
Joard  shipments  during  the  first  1 1 months  of  the  April  to  March  fiscal 
'ear. 


objective  measure  is  the  rate  of  all  kinds  of  accidents.  If,  as  is  believed, 
alcohol  is  involved  in  30%  to  40%  of  all  vehicle  accidents,  an  increase  in 
drunken  driving  among  teenagers  should  show  up  as  an  increase  in  the 
total  number  of  accidents  that  involve  drivers  in  this  age  group,  an  in- 
crease, moreover,  that  should  be  greater  than  that  recorded  for  drivers 
in  neighboring  age  groups. 


The  Power  of  Statistics 

Thus,  it  is  especially  important  to  note  that  there  was  only  a very  slight  I 
increase  in  the  number  of  reported  accidents  per  1,000  teenage  drivers 
from  the  period  1968-70  to  the  period  1971-73.  (The  year  immediately 
preceding  the  lowering  of  the  drinking  age  is  ignored,  as  it  should  be  in 
any  sensible  analysis,  because  there  were  unusually  few  accidents  of  all 
kinds  in  Ontario  in  1970-71,  especially  among  teenagers.)  The  actual 
increase  in  the  accident  rate  for  16  to  19  year  olds  was  just  0.7%,  which 
may  compare  with  the  small  decrease  of  1.9%  for  20  to  24  year  olds  and 
the  large  increase  of  5.2%  in  the  accident  rate  among  25  to  29-year-old 
drivers  between  the  same  two,  two-year  periods.  When  accidents  in- 
volving non-fatal  injury  are  considered,  the  year-to-year  increases  are 
larger  but  the  increase  among  16  to  19  year  olds  is  lower  than  for  both 
of  the  higher  age  groups  (13.6%  vs  15.1%  and  14.7%).  Only  in  involve- 
ment in  fatal  accidents  do  teenagers  show  a larger  increase  than  the 
other  two  age  groups.  Fatal  accidents  are  a very  small  proportion  of  all 
accidents,  however,  and  they  show  wide  year-to-year  Fluctuation.  Ac- 
cordingly, fatal  accidents  are  unsuitable  as  a basis  for  assessing  the  im- 
pact of  legislative  change. 


Because  of  changes  in  reporting  criteria,  the  actual  increases  or 
decreases  in  accident  rates  from  year  to  year  should  not  be  given  toe 
much  attention.  It  is  the  differences  between  age  groups  that  should  b 
noted.  Because  there  is  no  reason  to  suppose  that  the  manner  of  report -| 
ing  accidents  varied  with  age  from  year  to  year,  it  can  only  be  con  ] 
eluded  that  in  terms  of  total  accidents,  the  lowering  of  the  drinking  ag 
had  no  effect  upon  the  driving  behavior  of  16  to  19  year  olds.  Indeed,  i 
anything,  it  can  be  argued  that  it  caused  the  25  to  29  year  olds  to  driv 
less  carefully.  Such  is  the  power  of  statistics. 


Three  Important  Points 

How  can  this  conclusion  be  squared  with  the  reports  of  enormously 
greater  involvement  of  alcohol  in  teenage  accidents?  The  overall 
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! figures  for  Ontario  show  that  from  1968-70  to  1971-73  the  number  of 
accidents  involving  drinking  teenagers  increased  by  more  than  150%, 

! which  may  be  compared  with  an  increase  of  less  than  30%  for  20  to  24 
! year  olds.  Three  points  can  be  made  here.  The  first  is  that  a more 
refined  analysis  for  London,  Ontario  alone  showed  that  the  increase  in 
reported  alcohol  involvement  between  the  same  periods  was  much  the 
same  for  16  and  17  years  olds  as  it  was  for  18  to  20  year  olds,  which  in- 
directly supports  the  argument  for  the  influence  of  a general  factor 
such  as  an  increased  willingness  by  police  to  suspect  a young  driver  had 

I been  drinking.  The  second  point  is  that,  if  there  was  a genuine  increase 
in  alcohol  involvement  in  teenage  accidents,  it  was  also  true  in  1973 
that  a smaller  proportion  of  teenage  accidents  involved  alcohol  than  did 
accidents  among  20  to  24  year  olds.  Thus  alcohol  is  still  not  an 
especially  conspicuous  feature  of  teenage  accidents. 

The  third,  and  perhaps  most  important  point  is  this:  teenagers  have 
many  more  accidents  than  do  other  age  groups  (159.2  vs  74.5  accidents 
per  1,000  drivers  in  1972-73).  It  is  possible  that  most  of  the  accidents 
involving  drinking  teenagers  would  have  happened  anyway,  because  of 
poor  driving  ability.  Thus  there  could  have  been  an  increase  in  the 
number  of  drinking  and  driving  teenagers  without  an  increase  in  the 
total  number  of  accidents— which  seems  to  have  happened. 

What  is  clear  from  the  accident  data  is  that  they  are  sufficiently  confus- 
ing and  contradictory  to  preclude  their  being  used  as  a basis  for  legis- 
lative change.  My  impression  of  the  accident  statistics  is  that  the  lower- 
ing of  the  drinking  age  from  21  to  18  years  had  a negligible  effect  on 
ifj  teenage  driving  behavior.  If  so,  it  is  likely  that  raising  the  drinking  age 
o by  one  year  would  do  little  to  reduce  the  appallingly  high  level  of  in- 
* volvement  of  teenage  drivers  in  auto  accidents, 
t- 

J The  Real  Problem 

$ The  actual  amount  of  teenage  alcohol  use  remains  unknown,  in  spite  of 
if  all  the  publicity  given  to  classroom  drunkenness.  My  guess,  based  on 
w the  few  available  data,  is  that  average  alcohol  consumption  by  18  year 
olds  is  still  no  more  than  a third  of  the  average  level  for  all  adults.  On 
this  basis,  drinking  by  15  to  20  year  olds  comprises  only  about  4.5%  of 
all  alcohol  use.  Changing  the  legal  drinking  age  by  one  year  may  reduce 
sl|  this  proportion  to  4.0%.  It  is  the  remaining  96%  that  should  be  attended 
all  to.  Concern  over  teenage  drinking  is  very  valid,  but  the  current 


Income  inelastic  beer —consumption  changes 
little  when  price  changes  —resembles  a necessity 
such  as  bread , suggesting  that,  for  Ontarians  at 
least,  beer,  like  bread,  has  become  a “ staff  of 
lifef 


emphasis  on  increased  control  over  drinking  by  young  people  may  do 
little  more  than  draw  attention  away  from  the  real  problem,  which  is 
that  of  reducing  consumption  by  adults.  The  best  way  to  reduce 
teenage  alcohol  use  would  be  to  reduce  consumption  by  all  ages. 

From  1972  to  1975,  average  per  capita  alcohol  consumption  by  all 
Ontarians  aged  15  years  and  over  rose  by  a total  of  6.9%,  less  than  the 
1971-72  one-year  increase  of  7.9%.  A 6.9%  increase  over  three  years 
seems  small  in  these  inflationary  times  but  it  should  not  be  ignored.  If 
this  rate  of  increase  were  to  continue  for  32  years,  per  capita 
consumption  would  then  be  more  than  twice  the  present  level  and 
similar  to  what  currently  prevails  in  France,  where  half  of  all  hospital 
beds  are  occupied  by  sufferers  from  alcohol-related  diseases. 

The  most  recent  firm  figures  available  are  those  for  the  year  ending 
March  31,  1975.  They  are  encouraging  from  the  point  of  view  of 
reducing  per  capita  consumption,  which  was  only  0.4%  higher  than  in 
the  previous  year.  The  provisional  1976  figures  are  also  encouraging. 
They  suggest  a similar  very  slight  increase  in  per  capita  alcohol 
consumption  — less  than  0.5%.  The  shift  away  from  beer  has  continued 
unabated,  however.  Beer  contained  only  49.6%  of  the  alcohol  sold 
during  the  year  ending  March  1976. 

Beer  or  Beaujolais? 

The  1975  figures  were  not  so  encouraging  for  beer  producers.  They 
showed  a 3.7%  decline  in  per  capita  beer  sales  over  the  previous  year  at 
a time  when  spirit  sales  rose  by  5.7%  and  wine  sales  rose  by  2.6%.  The 
per  capita  consumption  of  11.27  litres  of  pure  alcohol  in  the  year 
ending  March  31,  1975  included  5.67  litres  in  the  form  of  beer  (50.3% 
of  the  total),  4.47  litres  as  distilled  spirits  (39.7%),  and  1.13  litres  as  wine 
(10.0%). 

If,  as  seems  likely,  many  of  us  are  drinking  ourselves  into  hospital,  does 
it  matter  which  beverage  we  use?  The  evidence  concerning  the  relative 
virtues  of  beer,  wines,  and  spirits  has  been  very  puzzling.  Research  is 
making  some  things  increasingly  clear.  One  is  that  for  most  of  the  ills 
that  alcohol  can  contribute  to,  the  form  of  the  alcohol  is  unimportant. 
The  incidence  of  cirrhosis  of  the  liver,  the  most  important  example,  is 
very  much  a function  of  how  much  alcohol  a given  population  drinks, 
rather  than  whether  the  beverage  of  preference  is  beer,  wine,  or  spirits. 


The  incidence  of  liver  cirrhosis  in  Ontario  tripled  between  1928  and 
1967.  Another  thing  that  is  now  clear  is  that  beer  makes  you  as  drunk; 
as  beaujolais,  rye,  or  gin.  A 12-oz  bottle  of  beer,  a 5-oz  glass  of  wine,  a 
3*/2-oz  glass  of  sherry,  and  a VA-oz  shot  of  liquor  all  contain 
approximately  the  same  amount  of  alcohol.  Three  of  any  one  of  them 
will  make  the  average  person  impaired.  Individual  beverages  may  bring 
their  own  special  problems.  Cancer  of  the  lips,  mouth,  and  throat  seems 
to  be  related  to  the  excessive  use  of  certain  distilled  spirits,  as  does  the 
appearance  of  delirium  tremens.  A heart  condition  known  as  alcoholic 
cardiomyopathy  may  be  confined  to  heavy  beer  drinkers.  The  general 
thrust  of  recent  evidence,  however,  is  that  it  is  the  amount  of  alcohol 
consumed  that  is  important  rather  than  the  kind  of  beverage.  (See 
“Wine,  Beer,  or  Spirits?”  by  Jan  de  Lint,  Winter  ’75  Addictions). 

Something  of  a Paradox 

Alcohol  consumption  tends  to  be  higher  in  countries  such  as  France 
and  Italy,  where  the  preferred  alcoholic  beverage  is  wine,  than  in 
countries  such  as  Canada  and  Germany  where  beer  is  the  preferred 
beverage,  and  very  much  higher  than  in  countries  such  as  Finland  and 
Yugoslavia  where  most  alcohol  is  drunk  in  the  form  of  distilled  spirits 
Thus  there  is  something  of  a paradox  in  the  parallel  tendencies  in 
Ontario  towards  increased  consumption  of  alcohol  and  greatei 
selection  of  spirits.  However,  the  puzzle  can  be  resolved  to  some  extent 
by  noting  a worldwide  trend  towards  the  use  of  what  were  less  populai 
beverages:  the  French  are  drinking  more  beer,  for  example.  The  use  ol 
more  wine  and  spirits  in  Ontario  is  clearly  an  instance  of  this  trend.  It 
the  tendency  towards  greater  use  of  less  popular  beverages  continues 
the  consumption  hierarchy  among  countries  may  no  longer  exist. 

' 1 

Regional  differences  within  countries  should  be  remembered.  A1 
though  Canada  can  be  rightly  classed  as  a beer-drinking  country,  this 
happens  largely  because  beer  has  been  the  beverage  of  choice  ir 
Ontario  and  Quebec.  Most  other  provinces  began  drinking  mon 
alcohol  as  wine  and  liquor  some  years  ago,  Newfoundland  and  Nov<' 
Scotia  being  the  exceptions.  Only  British  Columbia  records  higher  pe 
capita  alcohol  consumption  than  Ontario,  about  14%  more.  B.C.  also  ha: 
the  highest  wine  consumption  per  head.  The  province  that  depart: 
most  from  a national  pattern  is  Quebec,  where  only  about  25%  o; 
alcohol  is  consumed  in  the  form  of  distilled  spirits.  For  most  othe 
provinces  this  proportion  is  higher  than  40%.  a 
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Economics  and  Elasticity 

Economists  have  neat  ways  of  describing  the  changes  in  alcohol- 
beverage  consumption  that  result  from  changes  in  personal  income. 
Beer  is  relatively  income  inelastic;  consumption  changes  very  little 
when  the  price  of  the  beverage  changes.  Wines  and  spirits,  on  the 
other  hand,  are  very  price  elastic;  an  increase  in  the  price  of  either  will 
cause  more  than  a proportionate  fall  in  consumption,  and  vice  versa. 
Beer  resembles  a necessity  such  as  bread,  whereas  spirits,  and 
especially  wine,  are  like  luxuries  such  as  filet  mignon  and  vacation 
trips.  The  relative  demise  of  beer  since  the  1940s  can  be  explained 
largely  in  terms  of  the  different  elasticities  and  the  growth  of 
| disposable  income  in  relation  to  beverage  prices. 

It  follows  that  reductions  in  alcohol  consumption  can  be  achieved 
both  by  reducing  personal  income  and  by  increasing  the  price  of  wines 
and  spirits.  The  recent  levelling  off  in  alcohol  consumption  can  be 
explained  in  terms  of  the  economic  doldrums  of  the  past  few  years.  The 
fact  that,  despite  these  doldrums,  beer  still  seems  to  be  losing  ground  is 
not  so  easily  accounted  for.  (The  reason  I have  heard  most  often  for  the 
demise  of  beer  is  that  it  doesn’t  taste  as  good  as  it  used  to.) 

No  Simple  Explanation 

The  economists’  analysis  does  not  explain  why  the  different  kinds  of 
beverage  have  different  elasticities.  There  is  no  simple  explanation. 
The  apparent  need  of  beer  in  Ontario  is  rooted  in  the  cultural  and  eco- 
nomic history  of  the  province.  Unravelling  the  threads  would  require 
taking  into  account  patterns  of  immigration,  cost-of-living  cycles, 
manufacturing,  advertising,  and  marketing  practices,  licensing  legis- 
jlation,  and,  not  least,  the  history  of  the  relative  prices  of  the  different 
kinds  of  beverage. 

The  Power  of  Price 

Economic  arguments  also  do  not  explain  why  people  choose  to  spend 
itheir  surplus  money  on  drink.  Alcohol  itself  is  not  a major  factor  for 
most  people.  If  it  were,  beer,  which  is  a much  cheaper  source  of  alcohol 
jthan  wines  or  spirits,  would  not  be  losing  ground.  As  purchased,  a litre 
of  alcohol  in  the  form  of  beer  cost  an  average  of  $12.21  in  the  year 
ending  March  1975;  as  wine  a litre  cost  $17.54;  as  spirits  the  cost  was 
$20.21.  Some  consumers  do  appear  to  be  looking  for  the  most  ‘belt  per 
buck.’  The  popularity  of  the  cheaper  Canadian  fortified  wines  among 
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skid  row  inhabitants  is  in  no  small  measure  due  to  the  fact  that  a litre  of 
alcohol  in  this  form  can  still  today  be  bought  for  $12.31,  at  a time  when 
the  alcohol  in  a 24-case  of  beer  is  priced  at  the  rate  of  $15.52  a litre.  But, 
for  most  people,  alcohol  use  is  determined  by  custom,  example,  taste, 
and  situation,  rather  than  by  the  effects  of  alcohol  as  a drug. 

It  remains  true,  nevertheless,  that  governments  can  powerfully 
influence  alcohol  consumption  by  manipulating  beverage  prices.  The 
increases  announced  by  the  Ontario  government  that  became  effective 
April  20,  1976,  were  presented  partly  as  a device  to  reduce  consump- 
tion, but  they  will  do  little  more  than  increase  government  revenue. 
(Most  of  the  increase,  incidentally,  will  come  from  sales  of  Canadian 
products.  The  province’s  cut  on  these  has  gone  up  by  more  than  10%, 
while  the  cut  on  imported  beverages  was  increased  by  less  than  8%.) 
The  actual  increase  in  price  to  the  consumer  will  be  just  under  5%  for 
wines  and  spirits  and  about  half  that  for  beer.  This  difference  might 
cause  a slight  shift  back  towards  beer,  but,  by  itself,  it  will  do  little  to 
reduce  overall  alcohol  consumption. 

In  order  to  achieve  a 5%  reduction  in  alcohol  use,  at  a time  when  the 
rate  of  inflation  seems  to  be  in  the  order  of  9%  and  the  gross  provincia 
product  appears  to  be  increasing  by  5%  a year,  alcohol  prices  would 
have  to  rise  by  an  average  of  nearly  20%.  Even  then,  consumption 
would  still  be  at  the  high  level  of  the  early  1970s.  To  reduce  overall 
consumption  by  a third,  which  might  be  a desirable  provincial 
objective,  prices  would  have  to  go  up  by  an  average  of  more  than  70%, 
assuming  that  no  other  means  of  reducing  consumption  are  employed. 
A large,  across-the-board  increase  would  be  inequitable,  inasmuch  as 
poorer  people  would  be  disproportionately  affected.  However,  because 
use  of  alcohol  is  known  to  be  very  much  related  to  income,  increases  in 
the  price  of  alcohol  are  not  necessarily  as  inequitable  as  they  migh 
seem  at  first  sight.  It  can  be  estimated  that  people  now  earning  $30,000 
or  more  a year  are  twice  as  likely  to  be  regular  drinkers  as  people 
earning  $10,000  or  less.  They  also  may  be  more  than  twice  as  likely  to 
have  an  alcohol  problem. 

Financial  Stability  through  Depression 

Alcohol-related  diseases  and  accidents,  it  has  been  reckoned,  are  now 
costing  the  people  of  Ontario  well  in  excess  of  $400  million  each  year, 
an  amount  that  may  be  compared  with  the  more  than  $700  million  that 
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Ontarians  spend  annually  on  alcoholic  beverages  and  the  more  than 
$400  million  that  is  collected  in  taxes  on  beverage  sales.  The  true 
balance  sheet  should  include  an  unknown  sum  saved  the  taxpayer 
because  people  who  drink  a lot  of  alcohol  tend  to  die  early  and  have  less 
need  for  pensions  and  income-support  payments  during  old  age.  Such 
cold  figures  do  not,  however,  express  the  immeasurable  suffering  that 
the  excessive  drinker  may  produce  in  friends,  relatives,  and  associates. 
Equally,  they  do  not  reflect  the  benefits  of  alcohol  as  a relaxant  and 
social  lubricant. 

There  is  evidence  suggesting  that,  as  the  average  level  of  alcohol 
consumption  rises,  the  number  of  excessive  consumers  rises  even 
faster.  If  this  is  true,  increases  in  alcohol  consumption  such  as  we  have 
been  experiencing  recently  could  have  an  alarming  effect  upon  the 
Ontario  economy,  not  to  mention  the  likely  increase  in  personal 
suffering.  Paradoxically,  we  may  be  saved  from  such  financial  disaster 
by  an  economic  depression,  which  would  turn  the  tide  of  alcohol 
consumption  — as  may  already  be  happening.  If  consumption  does  pick 
up  again,  government  may  have  to  act  in  the  only  way  that  seems 
effective— to  impose  furthur  taxes  on  wines,  spirits,  and  to  a lesser 
extent,  beer.  Should  consumption  remain  at  its  present,  apparently 
stable  level,  price  increases  might  nevertheless  be  justified  by  a 
concern  to  reduce  the  use  of  alcohol.  Other  methods  of  preventing 
alcohol  abuse  seem  quite  ineffective  by  comparison. 

Alcohol  and  Statecraft 

It  is  even  possible  that  a provincial  election  will  be  fought  over  liquor 
prices  in  the  near  future.  Liquor  and  politics  have  always  had  a close 
relationship.  John  Kenneth  Galbraith,  our  homegrown  star  economist, 
U.S.  statesman,  and  guru  to  the  Liberal  Party  of  Canada,  once  wrote  a 
deservedly  little-known  novel  in  which  he  said  “There  is  nothing  over 
which  history  draws  so  dense  a curtain  as  the  effect  of  alcohol  on 
modern  statecraft.”  He  might  also  have  added  that  the  making  of 
alcohol  legislation  is  a fine  occasion  for  statesmanship.  If  the  people  of 
Ontario  are  to  be  spared  the  hazards  of  excessive  alcohol  use, 
statesmanship  may  have  to  be  very  much  in  evidence  in  the  Ontario 
legislature. 


□PEN  ENE 


Open  End  is  designed  as  a forum  to  air  and  stimulate  comment,  opinion,  and 
reaction  to  articles  which  have  appeared  in  Addictions.  Letters  should  be  50  to 
200  words,  signed,  and  addressed  to  the  editor,  Addictions,  Addiction 
Research  Foundation  of  Ontario,  33  Russell  Street,  Toronto,  Ontario,  Canada 
MSS  2S1 . The  editor  reserves  the  right  to  edit  letters  before  publication. 

I read  with  interest  Dr  James  McConnell's  letter  appearing  in 
Open  End  (Fall  '75).  He  alleges  that  Psychology  Today  distor- 
ted statements  he  made  (re-quoted  in  my  article , "Drug 
Addiction  — Who  Benefits ?"  Spring  '75)  by  omitting  "...ca- 
veats (etc.)."  Yet,  in  making  his  disclaimers,  Dr  McConnell 
himself  omits  to  include  these  elusive  caveats  in  his  letter 
to  Addictions.  I would  like  to  know  how  the  following 
statements,  attributed  to  Dr  McConnell,  would  be  caveated, 
without  engaging  in  blatant  doublethink: 

"I  believe  the  day  has  come  when  we  can  combine 
sensory  deprivation  with  drugs,  hypnosis,  and  astute 
manipulation  of  reward  and  punishment  to  gain 
absolute  control  over  an  individual's  behavior."~Or,  "No 
one  owns  his  own  personality. . .there's  no  reason  to 
believe  you  should  have  the  right  to  refuse  to  acquire  a 
new  personality  if  your  old  one  is  anti-social." 

I reject  this  kind  of  thinking  out  of  hand.  I do  not  think  any 
kind  of  manipulation  can  be  humanely  applied  because  the 
superordinate  manipulator,  in  assuming  the  role,  deprives  the 
"subject"  of  a measure  of  his  or  her  humanity 

B.  Stuart  Hoarn 
United  States  Air  Force 
Omaha,  Nebraska 


James  McConnell  replies: 

The  Psychology  Today  article  was  taken  from  a much  ionger 
speech.  In  editing  the  manuscript,  the  PT  people  made  it 
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rather  more  sensational  than  I had  intended  and  omitted 
some  qualifiers.  Let's  see  what  I really  said. 

First,  "I  believe  the  day  has  come " Well,  it  has.  We  CAN 

change  people,  or  help  them  change,  or  manipulate  them  if 
we  wish.  That's  a fact,  and  if  you  look  into  the  literature, 
you'd  have  to  agree.  And  if  this  is  a factual  statement,  hadn't 
we  better  get  it  out  in  the  open,  so  we  know  what  we're 
dealing  w/t/iP 

However,  the  cruncher  is  this— just  because  we  can  change 
people  doesn't  mean  that  we  should.  Or  that  it's  always 
ethical  to  do  so,  particularly  against  their  wills.  It  is  this  aspect, 
covered  in  my  speech,  that  got  omitted. . . . 

Second,  "No  one  owns  his  own  personality."  Well,  again  I 
happen  to  think  that's  true.  You  didn't  create  your 
personality  de  novo;  someone  forced  it  on  you.  You  didn't 
choose  to  speak  English,  or  to  wear  "masculine"  clothes,  a 
uniform,  etc.  We  know  from  much  study  that  most  people  act 
like  their  parents  — the  battered  child  syndrome  is  a good 
example  of  this.  Almost  all  parents  who  are  brought  to  court 
for  harming  their  children  were  "battered"  by  their  own 
parents.  These  parents  didn't  consciously  decide  to  hurt  their 
kids  — they  merely  treated  them  the  way  they  were  taught.  So 
does  society  ( that's  you  and  me)  have  the  right  to  force  these 
parents  to  learn  new  ways  of  behaving  toward  their  offspring ? 
Or  do  the  parents  have  the  right  to  resist  change,  i.e.  the  right 
to  kill  their  kids ? And  to  go  on  doing  so ? 

That's  the  real  question,  you  see.  You  worry  about 
manipulation;  well,  friend,  you've  been  manipulated  all  your 
life— by  your  parents,  your  church  leaders,  your  teachers, 
your  supervisors.  But  you  may  not  have  seen  it  as 
manipulation.  However,  suppose  this  form  of  subtle  "educa- 
tion" doesn't  work  with  somebody— a rapist,  a cruel  parent,  a 
drug  addict,  a bomb-throwing  radical.  About  all  we  can  do  at 
present  is  to  put  the  person  in  jail  which,  I assure  you,  is 
worse  than  not  doing  anything  at  all.  We  put  people  in  jail  "to 
teach  them  a lesson,"  but  the  lesson  they  usually  learn  is  to 
hate  more  and  be  more  violent  (our  recidivism  rate  is  better 
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than  80%).  Using  behavioral  techniques , we  could  peaceably 
but  effectively  re-educate  these  people , and  most  of  them 
would  be  happy  to  have  us  do  so.  Don't  you  think  we  have 
the  right  to  try,  even  if  they  might  be  opposed  to  it  at  first ? 

James  V.  McConnell 
Director  of  Research 
Institute  for  Behavior  Change 
Ann  Arbor,  Michigan 


I was  interested  in  Jan  de  Lint's  remarks  concerning  problems 
arising  from  the  proliferation  of  occasions  to  drink  ("Wine, 
Beer,  or  Spirits ?"  Winter  '75).  We  believe  that  in  the  U.K., 
public  houses,  whilst  making  alcoholic  beverages  readily 
available,  also  tend  to  control  the  quantity  of  drink  consumed 
by  the  individual. 

The  English  pub  tends  to  build  up  a personal  atmosphere 
from  which  emerges  social  pressure  against  excessive 
drinking  and  consequent  immoderate  behavior.  The  pub  is  an 
important  weapon  against  one  of  the  major  factors  in 
alcoholism , namely  drinking  alone  and  uncontrolled.  The 
increasing  number  of  outlets  facilitating  uncontrolled 
drink  — i.e.  supermarkets  — is  creating  problems  for  us. 

Dr  A.A.  Leach 
Technical  Secretary 
The  Brewers'  Society 
London,  England 


Addictions  is  easily  the  most  accessible  and  intelligent 
publication  of  its  kind  that  I have  seen.  I have  been  interested 
for  some  time  in  the  field  of  alcoholism  and  am  working  as  a 
counselor  in  a fairly  new  alcohol  rehabilitation  program  at  a 
large  hospital  in  Chicago.  I would  like  to  receive  Addictions 
as  a subscriber.  . . . 

Janice  Eddy 
Chicago,  Illinois 


We  find  Addictions  excellent— informative  and  very  well 
presented. 

You  may  be  aware  that  new  CRTC  regulations  for  FM  stations 
are  leading  us  to  search  for  sources  of  in-depth  material  on 
social  questions.  In  that  regard ',  we  are  working  with  your 
colleagues  in  the  ARF  to  produce  programs  of  a "foreground" 
nature  and  it  would  be  useful  to  know  to  what  extent  we  can 
use  the  articles  in  your  magazine.  Any  guidance  you  can  give 
us  will  be  appreciated. 

Don  LeBlanc 
Program  Director 
CHLA-FM 
Guelph , Ontario 


The  Spring  1976  issue  of  Addictions  is  a discouraging 
departure  from  your  usually  impressive  standards.  I have 
generally  been  impressed  with  the  quality  of  the  essays , 
which  have  taken  on  the  vital  and  difficult  task  of  the  honest ,. 
non-technical  communication  of  scientific  research  and 
clinical  practices.  For  example , essays  on  the  Sobells' 
"controlled  drinking"  controversy  were  excellent.  So,  the 
plunge  into  garbage  is,  in  contrast,  remarkable. 

While  Smart's  article  ("The  New  Drinkers:  Teenage  Use  and 
Abuse  of  Alcohol")  does  review  some  interesting  research  on 
teenage  drinking  with  competence,  he  returns  at  the  end  to 
this  incessant  new  ARF  party  line  of  heavy  controls  (price, 
hours , etc.).  The  specious  statistical  causal  reasoning  under- 
lying this  approach  is  too  technical  to  get  into  here.  One  can 
readily  see  evidence  of  the  tunnel  vision  underlying  such 
measures:  has  anyone  considered,  for  example,  the  implica- 
tions of  such  measures  with  regard  to  creating  an  illicit 
"bootleg"  market , or  in  causing  kids  to  drive  across  borders 
to  drink?  While  tighter  controls  may  be  politically  popular 
now,  their  failure  or  backfire  will  leave  the  ARF  as  a 
convenient— and  deserving— scapegoat. 

Thoreson's  contribution  is  some  concept  of  "creative 
sobriety"  ("Current  Views  on  Alcoholism:  Their  Implication 


for  Treatment").  Even  if  the  "alcoholic"  can  regain  control 
and  drink  moderately,  he  shouldn't— for  some  hazy  moral 
and/or  aesthetic  preference  for  absolute  abstinence.  He/she 
must  regain  personal  freedom— but  not  the  freedom  to  drink. 
One  wonders  whether  the  plea  for  professionalism  in  the  final 
paragraph  is  an  intentional  use  of  irony,  or  perhaps  of  satire. 
Saving  the  best  for  the  last,  McMorris  proposes  to  protect  the 
rights  of  non-smokers  by  a total  prohibition  ("Protecting  the 
Rights  of  Non  Smokers").  One  can  imagine  that  the  anti- 
tobacco squads  are  now  tooling  up  to  attempt,  perhaps,  the 
most  ambitious  law  enforcement  program  outside  of  Chile 
and  the  USSR.  When  one  confronts  what  Howard  Becker 
referred  to  as  a "moral  entrepreneur,"  one  finds  it  difficult  to 
accept  the  validity  of  any  conception  of  "non-smokers' 
rights."  Equally  repulsive  are  his  authoritarian  intolerance  and 
his  stuffy,  smug  self-righteousness. 

Stan  Sadava,  Ph.D. 

Dept,  of  Psychology 
Brock  University 
St.  Catharines,  Ontario 
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Modern  man  is  suffering  the  consequences  of  progress.  The  huge  tech- 
nological society  he  has  built  has  entrapped  him  into  a state  of  increas- 
ing isolation  and  alienation,  causing  the  major  psychological  crisis  of 
the  modern  era.  Many  search  for  their  place  in  the  mechanistic 
monster  of  progress  only  to  find  themselves  lost  as  a cog  in  a massive 
machine  should  they  succeed  in  falling  into  a functional  groove.  Many 
minority  groups  in  our  society  have  been  pushed  into  the  ‘melting  pot’ 


Mr  Silverstein  has  a masters  in  social  work  and  is  director  of  human  services  at  Rockville 
Hospital,  Rockville,  Connecticut.  Mr  Brett  has  a masters  in  psychology  and  is  working 
with  delinquent  adolescent,  alcohol,  and  other  drug  groups  in  Hartford,  Connecticut. 
References  for  this  article  are  available  on  request. 


with  subsequent  loss  of  touch  with  their  distinctive  ethnic  past  and 
cultural  history,  leaving  a void,  an  irreplacable  sense  of  emptiness.  Our 
youth  search  for  a sense  of  identity,  sensing  the  impending  loss  of 
validation  that  once  accompanied  creative  and  individualistic  efforts. 
These  examples,  and  more,  characterize  the  plight  of  modern  man. 

The  resultant  state  of  affairs  is  manifested  in  a feeling  of  loneliness, 
isolation,  and  alienation  en  masse.  In  more  extreme  forms,  clinical 
pathological  states  known  as  depersonalization,  identity  crisis,  weak 
ego  states,  and  so  on  are  increasingly  more  common  diagnoses  in  the 
offices  of  therapists  throughout  the  country.  Widespread  use  of  alcohol 
and  other  drugs  is  also  a symptom  of  the  epidemical  situation  in 
which  the  individual  feels  the  need  to  change  his  state  of  conscious- 
ness in  the  hope  of  attaining  a state  which  will  allow  him  to  feel  secure 
and  significant  with  himself  and  with  others,  or  to  escape  a state  of 
hopelessness  by  replacing  the  reality  of  a non-supportive  environment 
with  one  of  his  own  design. 

Collective  Isolation 

The  obvious  question  which  necessarily  arises  is,  “Is  there  no  repara- 
tive process  by  which  we  may  escape  our  sense  of  desolation  and 
isolation,  and  integrate  ourselves  with  others  and  our  society?”  The 
question  is  being  answered  by  many  people  in  all  walks  of  life  and  of 
every  demographic  character.  The  move  in  North  America  towards 
group  therapy,  encounter  groups,  T-groups,  and  a list  which  could  go 
on  ad  infinitum  seems  to  be  the  phenomenological  reaction  (perhaps 
overreaction)  to  the  ‘ills’  perpetuated  by  modern  society.  The  need  for 
union,  integration,  and  involvement  with  others  is  clearly  evident  by 
the  phenomenal  affinity  for  group  activity  occurring  in  the  present  era 
of  history. 

The  situation,  however,  becomes  confounded  when  people  form 
groups  and  find  not  a group,  but  a collection  of  isolated  individuals. 
Anyone  who  has  attended  any  sort  of  therapeutic  group  function  is  too 
well  acquainted  with  the  uneasiness  and  lack  of  trust  that  accompanies 
a newly  formed  group.  Those  who  expect  to  walk  off  the  streets  of  dis- 
trust and  alienation  into  a group  situation  and  find  a magic  land  of  love 
and  openness  are  in  for  a terrible  shock.  Are  not  the  individuals  in  the 
group  the  same  as  those  in  the  streets?  Trust  and  involvement  unfor- 
tunately do  not  merely  occur,  they  take  time  to  build  and  form.  These 
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open  forms  of  behavior  require,  as  Warren  Bennis  states,  “an  unfreez- 
ing process”  which  necessarily  is  slow  and  precise. 

Men  on  a Chessboard 

The  emotional  states  of  group  members  are  not  unlike  the  men  on  a 
chessboard.  They  begin  ultimately  contrary  to  each  other,  and  only 
well  into  the  game  do  they  confront  and  integrate  with  each  other  in 
uneven  and  scattered  fashion.  An  unfortunate  consequence  of  this 
necessarily  long  process  of  trust  building  and  integration  is  that  not 
only  do  many  groups  not  have  time  to  fulfill  the  process  — because  of 
contractual  and  other  such  time  limitations  — but  also  that  man,  being 
the  impatient  creature  that  he  is,  quickly  loses  faith,  and  thus  interest, 
in  the  group  long  before  even  the  most  superficial  intercourse  of  any 
real  import  has  a chance  to  occur. 

To  keep  pace  with  modern  man’s  impatience,  it  has  been  necessary  to 
conduct  a search  for  a quick  and  simple  method  which  would  afford  the 
leader  or  facilitator  a tool  by  which  s/he  might  hasten  the  integration 
and  involvement  between  the  members  of  the  group.  This  problem  has 
been  an  issue  of  special  importance  to  us.  We  face  the  dilemma  just  de- 
scribed, particularly  in  working  with  alcoholics  and  other  drug  abusers. 
In  many  cases,  members  of  these  types  of  groups  display  a very  high 
degree  of  isolation  and  alienation  and  the  unfreezing  process  occurs  at 
a very  slow  rate.  The  method  to  be  described  in  this  article  is  not  only 
simple,  but  very  effective  in  achieving  trust  as  well  as  cultivating 
behavior  changes  in  all  types  of  groups,  including  characteristically 
tight  and  isolated  ones.  But  first,  a little  background. 

Art— the  Universal 

There  is  nothing  more  universal  than  the  arts.  Literature,  music, 
drama,  art,  and  the  theatre  have,  since  the  beginning  of  time,  been  a 
key  element  in  cultural  unity.  But  true  art  transcends  even  the  culture. 
The  drama  of  Shakespeare,  the  music  of  the  Italian  Renaissance,  the 
ancient  art  of  Egypt,  the  comedy  of  Aristophanes  are  all  examples  of  art 
that  have  not  only  bridged  cultures,  but  also  temporal  and  historic 
limits. 

Art  is  universal  because  it  touches  everyone.  It  externalizes  even  the 
deepest  feelings  and  thoughts,  therefore  stressing  the  commonalities 
rather  than  the  differences  between  each  and  every  member  of  the 
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human  race.  Shakespeare  captured  the  essence  of  this  feeling  in  Loves 
Labour  Lost  . “They  are  the  books,  the  arts,  the  academic,  that  show, 
contain  and  nourish  the  world.”  In  more  recent  times,  eminent  psy- 
chiatrist William  Glasser  has  stated,  “every  type  of  human  behavior j 
has  been  richly  chronicled  in  literature,  often  more  accurately  than  in 
scientific  works.”  One  finds  that  through  literature,  through  poetry, 
through  music,  and  indeed,  through  all  the  arts,  a way  can  be  found  to 
ignite  emotion  and  involvement  in  even  the  most  isolated  of  groups.  1 

, 

A Vital  Wedge 

Bibliotherapy  is  one  of  the  more  common  and  popular  of  the  identity 
therapies,  as  well  as  one  of  the  most  potent  sources  of  building  group 
trust.  The  method  simply  involves  reading  appropriate  literary  sections, 
passages,  or  entire  works  that  are  able  to  provide  affectual  bonds  be- 
tween group  members.  Sharon  Sclabassi,  who  wrote  a review  of  the 
literature  on  bibliotherapy,  points  out  that  the  literature  used  may  be  of 
a didactic  nature,  but  that  the  utilization  of  imaginative  literature  is 
much  more  widespread  and  much  more  effective  in  recognizing  and 
working  through  emotional  difficulties. 

One  of  the  most  complete  studies  of  bibliotherapy  was  inaugurated  in 
January  1969  at  the  Agnews  State  Hospital  in  San  Jose,  California.  The 
method  consisted  of  reading  a story  aloud  to  the  patients  and  inviting 
discussion  of  the  topics  in  the  hope  of  stimulating  emotional  relevancy 
between  the  characters  in  the  story  and  the  patients.  It  was  noted  by 
the  authors  of  the  project  that,  “It  is  indeed,  a non-threatening  kind  of 
treatment  which  sometimes  provides  the  wedge  to  induce  people  who 
have  hitherto  been  unwilling  to  communicate  to  take  that  first  vital 
step  towards  understanding  themselves.” 

Help  in  Leaving  and  Living 

The  type  of  literature  used  was  of  a broad  scope  — covering  all  aspects 
of  life,  emotion,  and  behavior— as  attested  to  by  the  20-page  suggested 
bibliography  that  ranges  all  the  way  from  Plato  to  sci  fi  tale  spinner, 
Ray  Bradbury.  There  was  reported  marked  acceptance  by  the  patients 
themselves,  only  two  of  whom  attending  had  to  be  discontinued 
because  of  rigid  delusionary  patterns  which  disrupted  the  gcoup.  Many 
of  the  patients,  in  fact,  returned  for  bibliotherapy  after  discharge,  one 
remarking,  “The  program  helped  me  to  leave— now  I hope  it  will  help 
me  to  live.” 
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Bibliotherapy  has  gained  usage  in  areas  such  as  rehabilitation  of  the 
physically  handicapped  and  the  plight  of  the  chronically  ill.  It  has  also 
been  credited  with  reducing  recividism  in  criminal  institutions.  In  a 
1947  article,  Dr  Pashen,  one  of  the  first  to  utilize  the  technique,  points 
out  the  value  of  such  therapy  in  problem  adolescents  and  juvenile 
delinquents  while,  in  a more  recently  publicized  article  in 
Time  magazine,  the  therapeutic  effect  of  bibliotherapy  has  been  recog- 
nized by  officials  in  the  rehabilitative  efforts  of  federal  criminals,  in- 
cluding offenders  of  such  notoriety  as  Watergate  conspirator  G.  Gor- 
don Liddy. 

Poetry  Therapy 

Relating  to,  but  expanding  upon,  the  theory  of  bibliotherapy  is  the 
practice  of  poetry  therapy.  This  technique,  formalized  by  Eli  Greifer  in 
the  1920s,  has  become  a very  useful  method  of  externalizing  repressed 
feelings  and  tapping  the  vast  reservoir  of  emotion  that  lies  within  each 
human  being.  Not  only  does  the  group  read,  listen,  and  comment  upon 
specific  relevant  poetry,  they  also  write  and  share  poems  of  their  own 
creation. 

Shirley  Burghard,  in  a recent  poetry  therapy  anthology,  notes  that  the 
rhythmic  and  expressive  reading  of  carefully  chosen  poems  creates  an 
atmosphere  of  emotional  acknowledgment  and  brotherhood,  while  the 
writing  of  poetry  to  be  offered  to  the  group  not  only  adds  to  self 
knowledge  and  wholeness,  but  also  allows  the  patient  a venting  of  his 
feelings  in  a synergistic  and  sublimating  fashion. 

Among  the  leading  poetry  therapists  of  the  present  era,  is  the  eminent 
psychiatrist  J.J.  Leedy.  In  books  such  as  Poetry  the  Healer  and  Poetry 
Therapy,  Leedy  presents  a series  of  articles  designed  to  introduce  the 
reader  to  all  aspects  of  the  therapeutic  range  of  poetry  therapy  includ- 
ing utilizing  the  technique  in  the  treatment  of  drug  abuse,  in  the 
atmosphere  of  a correctional  setting,  in  educative  and  expressive  treat- 
ment for  the  deaf  and  disturbed,  in  the  treatment  of  psychotic  and 
schizophrenic  patients,  and  finally  for  use  in  the  treatment  of  neurotic 
behavior. 

Matching  Mood  and  Mental  State 

Leedy,  in  an  article  elucidating  the  overall  principles  of  poetry  therapy, 
specifies  that  the  use  of  verse  in  treatment  should  connote  all  the  ac- 
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cepted  principles  of  group  therapeutic  techniques,  i.e.  constructive  ad- 
justment, integration  with  self  and  others,  and  increase  of  ego  strength 
with  concurrent  decrease  of  anxiety.  He  also  presents  more  novel  prin- 
ciples  to  be  used  in  poetry  therapy,  such  as  the  ‘isoprinciple’  as  bor- 
rowed from  music  therapy.  This  principal  states  that  the  medium  of 
emotional  catharsis  used  (poetic,  in  this  case)  should  match  the  mood 
or  the  present  mental  set  of  the  patient.  || ! 

In  1968,  Dr  Samuel  Spector  conducted  a pilot  study  at  the  Mental  Hy-  ' 
giene  Clinic  of  Cumberland  Hospital  in  Brooklyn,  New  York  which  i i 
determined  that,  in  general,  patients  of  differing  distinctive  pathologi-  . 
cal  categories  (schizophrenics,  alcoholics,  anxiety  reactives,  etc.)  do  ap-  j E 
proach  and  respond  to  poetry— as  well  as  all  of  life— in  a characteristic  ! 1 
dispositional  manner.  This  finding  might  validate  and  facilitate  the  ap-  h 1 
plicability  of  the  isoprinciple  as  an  approach  to  poetry  therapy.  ! 

I 

Music  to  Soothe  By 

There  is  no  language  more  universal  than  that  of  music.  Music  as  a way  I 
of  therapeutic  intervention  has  grown  immensely  and  taken  many 
forms,  ranging,  to  name  a few,  from  movement  and  dance  therapy  in- 
volving much  theoretical  interpretation  to  the  use  of  musical  instru- 
ments to  the  utilization  of  vocalization.  A recent  particularly  simple 
technique  has  been  the  use  of  contemporary  music  as  a source  of 
material  to  be  shared  by  the  group. 

Contemporary  song  writers  not  only  create  a mood  with  their  music, 
but  they  accurately  and  poetically  relate  the  feelings  and  emotions  of 
modern-day  man  through  their  lyrics.  Mathew  Schiff  and  Alan 
Frances,  in  their  article,  “Popular  Music:  A Training  Catalyst,”  which 
appeared  in  the  Journal  of  Music  Therapy,  openly  categorized  popular 
music  as  a valid  technique  in  group  therapies  of  every  sort.  The  doctors 
list  eight  advantages  of  the  technique,  among  which  include  rapid  rap- 
port between  the  psychiatrist  and  the  group,  the  presentation  of  rele- 
vant intrapsychic  conflicts  and  everyday  difficulties,  and  the  breaking 
down  of  stereotype  attributions  via  shared  views  of  the  emotional 
responses  to  the  music. 

Finding  the  Commonalities 

Forms  and  techniques  of  therapeutic  intervention  have  indeed  grown 
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around  the  arts.  Music,  literature,  poetry,  as  mentioned  above,  as  well 
as  less  recognized  therapeutic  art  mediums  such  as  motion  pictures  and 
television  are  all  valid  material  for  use  as  tools  in  the  therapeutic  pro- 
cess. Each  of  the  universal  art  forms  possesses  the  power  to  bring  a! 
group  together,  to  achieve  early  integration  and  involvement  among  its 
members.  The  skepticism  and  mistrust  of  an  infant  group  quickly 
diminishes  when  each  member  can  feel  and  share  the  confusion  of 
Hamlet,  the  pain  of  Billie  Holiday,  or  even  the  joyfulness  yet  irrespon- 
sibility of  Peter  Pan,  and  relate  it  to  his  own  life,  as  well  as  see  the  com- 
monalities that  exist  between  himself  and  other  members  of  the  group. 

Blending  Therapies  for  Change 

The  ultimate  purpose  of  the  group  is  to  increase  the  integrative  func- 
tioning and  to  change  the  faulty  self-defeating  behavior  of  each  in- 
dividual. An  eclectic  approach,  utilizing  the  techniques  of  Sid 
Simon’s  Value  Clarification  Methods,  William  Glasser’s  Reality 
Therapy,  and  Albert  Ellis’  Rational  Emotive  Therapy  (RET),  has 
proven  highly  successful  for  us  when  used  in  conjunction  with  identity 
therapies  — not  only  in  building  trust,  but  also  in  changing  and  improv- 
ing behavior.  The  three  methods  to  be  described  form  a complemen- 
tary systematic  and  theoretical  framework  which  comes  alive  when  in 
the  service  of  identity  therapy  techniques. 

The  basic  advantage  of  the  group  setting  is,  of  course,  that  it  provides  a 
place  where  people  can  get  ‘involved’  with  other  people.  This  involve- 
ment is  a basic  issue  with  both  Simon  and  Glasser,  who  make  sugges- 
tions for  cultivating  interaction  among  group  members.  The  therapist 
in  such  a group  refuses  to  keep  an  analytic  distance.  On  the  contrary, 
s/he  is  a leader  and  model  for  sharing  and  risk-taking.  It  is  through  the 
leader’s  example  that  the  group  members  evolve  a caring  and  nourish- 
ing atmosphere  that  both  Simon  and  Glasser  deem  necessary  for  true 
integration  of  human  beings. 

Creating  an  Atmosphere 

One  procedure  used  to  accomplish  these  ends  is  a personalization  of 
statements  — an  ‘I-me’  focus.  When  commenting  on  a particular 
passage  of  literature  or  music,  for  instance,  the  group  members  must 
make  all  references  in  the  first  person.  When  a speaker  owns  his  state- 
ments and  emotions  it  is  assured  that,  not  only  will  he  stay  in  touch 
with  and  take  responsibility  for  his  feelings,  but  also  that  other  group 
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members  will  perhaps  directly  experience  those  feelings  and  thereby 
be  encouraged  to  take  risks  in  sharing  their  own  emotions. 

Another  important  stipulation  of  group  procedure  involves  keeping 
conversation  on  a ‘here-now’  level.  The  literature  or  music  used  is 
designed  to  give  the  reader  or  listener  an  emotional  stimulation  and 
thus  insight  into  his  own  feelings.  The  affective  experience  is  a 
phenomenon  of  the  present  and  is  a much  more  potent  source  of  ob- 
taining involvement  when  kept  in  the  here-now  reference  frame, 
rather  than  when  given  there-then  references.  A tear  shed  for  Death  of 
a Salesman  character  Willy  Loman  with  direct  reference  to  familial 
success  and  moral  issues  occurring  currently  in  the  patient’s  life  has  an 
infinitely  greater  impact  on  other  group  members  than  a discussion  of 
these  issues  in  light  of  the  patient’s  pathological  condition  and  the 
possible  source  of  that  condition.  This  is  not  to  deny  the  role  of  insight, 
but  only  to  affirm  the  potency  of  the  phenomenological  present  as  a 
source  for  insight  and  as  an  aid  in  resolving  conflicts  and  behavior  that 
are  disruptive  to  the  functioning  of  a patient. 

Importance  of  Present-Day  Feelings 

The  here-now  orientation  is  particularly  important  in  alcohol  and  other 
drug  abuse  groups  in  which  the  changing  of  self-defeating  behavior 
has  to  be  the  primary  and  immediate  purpose  of  the  group.  Although  it 
may  be  useful  for  the  alcohol  or  other  drug  abuser  to  understand  his 
underlying  pathology,  it  is  infinitely  more  important  that  he  relate  to 
and  understand  his  present-day  feelings  and  behavior.  An  alcoholic 
struggling  to  keep  his  life  as  well  as  his  liver  from  disintegrating  has  lit- 
tle use  and  no  time  for  investigating  his  oral  fixation.  Time  is  of  greatest 
importance,  and  it  is  imperative  that  his  attitudes  and  behavior,  here 
and  now,  take  utmost  precedence  in  the  group. 

It  has  been  found  that  the  here-now  orientation  and  personal  reference 
rule  have  proven  highly  successful  in  facilitating  involvement.  One 
group  member,  Peter,  commented,  “One  of  the  things  that  we  said  that 
really  struck  me  was  that  feeling  that  you  are  not  alone.  A lot  of  the 
feelings  that  I thought  were  just  inside  my  own  head,  I found  out  were 
really  shared  by  a lot  of  people.” 

Another  group  member,  a totally  hostile  uncommunicative  adolescent, 
after  learning  involvement  in  the  group,  not  only  improved  his  outlook 


and  showed  greater  interest  in  school,  but  also  wrote  a series  of  poems 
which  he  openly  shared  with  the  group  (an  incredible  feat  for  even  a 
‘normal’  17  year  old.) 

/ can ’t  do  what  they  say 

And  Lord  knows  I’ve  tried 
And  when  I do  what  they  say 
I feel  wrong  deep  inside. 

What  am  I supposed  to  do 

Do  I know  what  I think  right 

And  live  the  rest  of  my  life  in  fright 

Do  / do  what  I think  is  right 

And  be  mad  at  myself 

That  I didn ’t  put  up  with  that. . . . 

Determining  Values 

Doctor  of  education,  Sid  Simon  not  only  offers  suggestions  to  facilitate 
group  involvement,  he  also  proposes  a host  of  value  clarification  exer- 
cises that  deal  with  virtually  every  issue  in  the  emotional  and 
behavioral  repertoire  of  a human  being.  Through  these  exercises  the 
group  member  not  only  shares  and  integrates  his  feelings  with  others 
in  the  group,  but  he  also  is  provided  with  an  opportunity  to  sort  out 
how  he  feels  about  the  basic  problems  of  his  life. 

In  effect,  through  this  technique,  Simon  asks  the  individual  to  consider 
what,  indeed,  it  is  that  he  prizes  and  values.  Is  there  a gap  between  the 
creeds  and  deeds  of  the  individual?  Is  the  present  behavior  a matter  of 
free  choice  or  is  it  an  habitual  and  unwitting  response  to  environmen- 
tal conditions  and  ancient  attitudes?  What  alternatives  are  open  to  him 
if  a gap  does  exist?  It  is  through  these  exercises  and  the  consequent 
sharing  of  feelings  that  members  can  identify  and  relate  their  problems 
as  well  as  offer  each  other  viable  alternatives  to  self-defeating  behavior. 
Simon,  indeed,  supports  the  practice  of  offering  nourishing  comments 
and  suggestions  instead  of  the  blatant  criticisms  levelled  now  in  many 
groups.  If,  for  example,  a group  member  has  truly  decided  that  he 
values  the  love  of  his  wife  and  family  above  his  love  of  alcohol,  then 
supportive,  yet  non-judgmental  suggestions  to  consider  AA  or  a pro- 
tective drug  treatment  program  will  obviously  have  a much  more  rein- 
forcing effect  than  a mere  declaration  of  condemnation  that  the  patient 
is  indeed  involved  in  destructive  behavior  that  will  probably  not  only 
result  in  divorce,  but  also  death. 
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Revealing  Feelings 

William  Glasser,  who,  like  Simon,  is  also  involved  with  the  issue  of  j 
value  clarification  and  value  judgment  concerns  himself  with  ways  and 
means  of  uncovering  and  revealing  how  the  group  members  feel  about  i 
certain  issues  that  affect  their  behavior.  According  to  Glasser,  it  is  ! 
impossible  to  change  self-defeating  behavior  until  the  patient  truly 
values  and  desires  a change  of  that  behavior.  Simon’s  techniques  are,  of 
course,  an  enlightening  source  for  clarifying  values  and  offering  alter-  it 
natives.  Glasser,  also,  through  stressing  value  judgments  and  offering 
techniques  such  as  group  brainstorming  of  alternatives,  provides  a 
more  theoretical,  yet  practical  backdrop  for  discovering  and  clarifying 
the  all  too  often  muddled  value  systems  that  confound  and  disrupt  ; 
one’s  behavior. 


Picking  the  Brain 

Albert  Ellis,  through  his  Rational  Emotive  Therapy  system,  is  also 
directly  concerned  with  clarifying  values  in  a very  complementary  way 
to  Simon  and  Glasser.  Whereas  one  may  discover  and  clarify  his  values 
phenomenologically  and  emotionally  through  the  methods  and  techni- 
ques of  the  two  above  named  authors,  Ellis  directly  ‘picks  the  brain.’  It 
is  faulty  perceptions,  according  to  Ellis,  that  disrupt  self-supporting 
lifestyles  and  consequently  pervert  them  to  self-defeating  lifestyles. 
The  job  of  the  therapist  and  the  group,  according  to  RET  theory,  is  to 
attack  (non-evaluatively  and  supportively)  these  idiosyncratic  (yet 
often  universal)  and  self-defeating  cognitions  so  that  one  may  clarify 
his  thoughts  and  values  and  thereby  pursue  more  fulfilling  forms  of 
behavior.  Ellis,  for  example,  challenges,  contradicts,  and  questions 
faulty  perceptions  such  as  feelings  of  rejection  and  the  self-defeating 
resultant  behavior  that  has  arisen  from  the  perversion  of  an  objective 
state  of  ‘unfortunate’  to  a subjective  state  of  ‘impossible’  or  ‘I  can’t.’ 


Pulling  it  Together 

There  is  no  greater  aid  in  clarifying  and  judging  values  than  the  iden- 
tity therapy  forms.  Through  the  characters  of  literature  and  lyrics  of 
music  the  group  members  recognize  and  relate  directly  to  the  issues 
with  which  they  are  dealing.  There  is  a true  vivification  of  their  faulty 
perceptions,  their  faulty  behaviors,  their  muddled  values  right  before 
their  eyes  and  ears.  Those  dealing  with  negative  identity,  self  esteem, 
and  goal  orientation  can’t  help  but  shudder  when  in  the  company  of 
Willie  Loman  in  Arthur  Miller’s  Death  of  a Salesman.  Group  members 
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dealing  with  marriage  or  divorce  and  the  issue  of  “the  inability  to  live 
with  you  and  the  inability  to  live  without  you”  stiffen  in  the  company 
of  Virginia  Woolf.  Who  among  us  is  not,  indeed,  very  often  involved  in 
a Walter  Mitty  existence,  or  even  more  obscurely,  Waiting  for  Godot. 

Lessons  from  Christopher  Robin 

Children’s  books  also  provide  a vast  repertoire  for  the  therapist.  The 
feelings  of  adults  are  not  relegated  to  the  most  elaborate  literary 
resources,  but  are  just  as  richly  chronicled  in  children’s  novels.  Edward 
Bear  in  Winnie -the -Pooh,  for  instance,  comes  down  the  stairs  “bump, 
bump,  bump,  bump,  bump,  on  the  back  of  his  head  behind 
Christopher  Robin.  It  is,  as  far  as  he  knows,  the  only  way  of  coming 
down  stairs,  but  sometimes  he  feels  there  is  really  another  way,  if  only 
he  could  stop  the  bumping  for  a minute  and  think  about  it.”  This  seem- 
ing inability  to  change  an  habitual  pattern  of  living  is  experienced  by 
all  of  us  much  of  the  time.  Children’s  novels  also  may  elegantly  de- 
scribe the  problems  of  life  and  human  condition,  as  in  Margery 
William’s  The  Velveteen  Rabbit  which  deals  with  the  issue  of  becoming 
real.  “It  doesn’t  happen  all  at  once.  It  takes  a long  time.  That’s  why 
it  doesn’t  often  happen  to  people  who  break  easily,  or  have  sharp  edges, 
or  have  to  be  carefully  kept.  Generally,  by  the  time  you  are  REAL, 
most  of  your  hair  has  been  loved  off,  and  your  eyes  drop  off,  and  you 
get  loose  in  the  joints,  and  very  shabby.  But  these  things  don’t  matter 
at  all  because  once  you  are  REAL,  you  can’t  be  ugly  except  to  those 
who  don’t  understand.” 

Children’s  books  not  only  have  the  advantage  of  being  simple  enough 
for  almost  any  member  of  any  group  to  understand,  they  also  are  so 
graphically  accurate  at  stating  the  human  condition  that  even  a group 
of  Greek  scholars  could  gain  much  from  a group  immersed  in  nothing 
but  Dr  Seuss. 

Modern  Troubadours 

Popular  music  is  also  an  invaluable  source  in  relating  to  people  the 
issues  and  feelings  that  affect  them  most.  Gil  Scott  Heron,  in  “Living 
in  a Bottle”  and  “Home  is  Where  the  Hatred  Is,”  provokes  the  alcohol 
and  other  drug  abuser,  respectively,  into  facing  the  actual  pain  and  con- 
sequence of  his  indulgence.  Kenny  Rankin  in  “Coming  Down”  richly 
expresses  the  fear  and  terror  of  coming  down  from  a bad  trip,  while 
Grade  Slick  in  “White  Rabbit”  supports  the  use  of  drugs  as  a mind  ex- 
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pander  when  she  advises  the  listener  to  “feed  your  head.”  Les  McCann 
and  Eddie  Harris  question  the  validity  of  the  American  standards  of  life 
and  cultural  preferences  in  “Compared  to  What?,”  while  Bob  Dylan 
examines  the  plight  of  growing  up  in  a jet  age  technological  society  in 
“Subterranean  Homesick  Blues.” 

Need  fora  Plan 

It  is  through  this  type  of  literature  and  music  that  the  group  members 
can  objectify  and  relate  to  the  problems  that  plague  their  lives.  Identity 
therapies  have  the  ability  to  open  our  eyes  and  mirror  the  issues  that 
disrupt  our  lives.  It  is  infinitely  simpler  to  clarify  our  values  when  they 
are  vivified  and  presented  to  us  in  their  universal  form  such  as  is  done 
through  literature  and  music.  Although,  however  a courageous  and 
great  a task  it  is  to  clarify  our  system  of  values  and  wants,  it  is  not  suffi- 
cient. In  order  to  correct  a faulty  behavior,  one  must  be  willing  to  act 
upon  it. 

Through  the  techniques  of  Sid  Simon,  the  group  member  is  not  only 
asked  to  publicly  affirm  his  values,  but  also  to  act  upon  them.  He  is 
confronted  with  questions  such  as:  “What  am  I willing  to  do?”;  “What 
am  I willing  to  be?”;  “Am  I willing  to  take  responsibility  for  my  valued 
actions?”  In  effect,  “How  highly  and  to  what  degree  do,  I value  my 
values?” 

Deeds  Reflecting  Creeds 

William  Glasser,  also  supports  the  need  of  the  individual  to  act  on  the 
subsequent  value  judgments  by  making  commitments  to  the  group  or 
therapist.  The  commitment-making  process  involves  a challenge  for 
the  therapist,  who  must  first  of  all  guarantee  success  of  the  plan.  The 
therapist  must  know  the  patient,  know  what  he  can  do,  how  fast  he  can 
move,  and  what  his  mental  and  physical  capacities  are.  The  plan  must 
be  minimal  enough  to  guarantee  success  yet  maximal  enough  to  pro- 
vide actual  behavior  change.  As  Glasser  points  out,  the  patient  has  pro- 
bably had  years  of  reinforced  failure.  Therefore,  the  plan,  no  matter 
how  small,  should  provide  a positive  reinforcement— one  that  will  spur 
the  individual  to  expanded  and  greater  changes. 

In  keeping  with  this  practice  of  actual  behavioral  change  and  the 
necessity  to  publicly  affirm  and  practise  desired  values  and  activities, 
Albert  Ellis  recommends  group  members  be  given  actual  homework 
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assignments  that  will  provide  them  with  opportunities  to  practise 
desired  behaviors  in  the  outside  world.  All  three  psychologists,  in 
effect,  offer  techniques  which  cultivate  desired  and  self-fulfilling 
behavior  so  that  alternatives  may  be  exercised  and  the  ‘deeds’  may,  in 
fact,  reflect  the  ‘creeds.’ 

Battle  for  Freedom 

Identity  therapies  at  this  point  in  treatment  also  serve  a useful,  yet 
more  subtle  purpose.  Literature  such  as  Jonathan  Livingston  Seagull  and 
movies  such  as  “Man  of  LaMancha”  with  music  like  “The  Impossible 
Dream”  are  stimulating,  provoking,  and  often  energizing  in  the  strug- 
gle to  change  behavior.  Like  the  choo-choo  train  who,  through  sheer 
stamina  and  will  power  repeated,  “I  think  I can,  I think  I can,  I think  I 
can. . .”  until  he  reached  the  summit  of  the  hill,  they  provide  a descrip- 
tive example  of  the  power  that  prevails  through  the  pain  in  the  battle 
for  freedom  both  physically  and  mentally.  One  group  member  shared  a 
quote  from  Julius  Caesar  in  which  the  main  character  changed  his 
statement  of  not  being  able  to  go  to  the  Senate  to,  “I  will  not  go  to  the 
Senate.”  This,  again  brought  to  life  the  issue  of  ‘can’t’  vs  ‘won’t’  and 
the  notion  that  the  inability  to  change  behavior  is  very  often  a refusal 
to  change  behavior. 

As  it  is  a courageous  task  to  clarify  and  affirm  values  so  is  it  an  even 
greater  task  to  change  faulty  self-defeating  behaviors.  But  for  a value  to 
be  mine,  I must  own  it,  and  therefore  accept  the  consequence  of  my 
behavior.  It  is  for  this  reason  that  Simon  stresses  the  necessity  to  accept 
the  consequences  of  actions  and  deeds.  If,  for  example,  a marketing  ex- 
ecutive has  decided  that  s/he  prefers  carpentry  to  what  s/he  sees  as  the 
boredom  of  a desk  job,  s/he  must  be  willing  to  accept  a lower  lifestyle 
and  lower  social  status.  If  an  individual  makes  a decision  that  a single 
life  is  preferable  to  a tenuous  marriage,  s/he  must  face  the  fact  of 
loneliness,  solitude,  and  perhaps  even  dirty  laundry. 

No  Giving  Up 

Another  prerequisite  to  ‘owning’  a value  is  the  repeated  and  consistent 
activity  that  defines  that  value.  For  instance,  an  alcoholic  who  has 
decided  that  he  values  his  family  above  the  consumption  of  alcohol 
cannot  merely  stop  drinking  on  weekends  or  for  Lent.  His  abstinence 
must  be  consistent  with  his  values.  William  Glasser  underscores  the 
necessity  for  consistency  and  repeatedness  in  behavior  until  it  is  in- 
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deed  owned  by  the  patient.  If  there  is  little  progress  or  change,  accord- 
ing to  Glasser,  either  the  involvement  is  insufficient,  the  value  judg- 
ment has  not  been  made,  or  one  has  bitten  off  more  than  one  can  chew 
in  designing  the  plan.  It  must  be  remembered  that  the  patient  never 
fails:  only  the  plan  fails.  And  while  it  is  relatively  uncomplicated  to  for- 
mulate a new  plan,  it  is  a very  complex  process  indeed  to  undo  the 
negative  reinforcement  of  failure.  But  involvement  can  and  does  grow, 
value  judgments  do  become  clarified,  plans  can  be  reformulated. 
Where  there  is  life  there  is  the  possibility  of  change.  When  plans  for 
improvement  prove  inconsistent  and  go  awry,  there  are  no  excuses  and 
no  giving  up,  only  further  work  to  be  done. 

Descriptive  Mirror  Image 

The  systems  described  in  this  article  complement  and  supplement  each 
other  and  provide  the  leader  with  everything  s/he  needs  to  open  up, 
maintain,  and  stimulate  virtually  any  type  of  group.  The  identity 
therapy  modes  further  elevate  these  techniques  by  placing  the  patient 
in  graphic  contact  with  himself  and  the  issues  to  be  dealt  with.  They 
provide  a mild  shock  effect,  a descriptive  mirror  image  of  his  own 
suffering,  faulty  behaviors,  and  faulty  perceptions.  The  well-prepared 
therapist  keeping  himself  fully  stocked  with  appropriate  literature, 
music,  and  exercises,  uses  his  intuitive  sense  of  appropriateness  along 
with  his  grab-bag  of  materials  to  prod  and  pry  group  interaction  until, 
indeed,  the  group  flows  and  is  capable  of  maintaining  itself. 

As  with  every  other  type  of  group  dynamic,  the  individual  group  mem- 
bers are  often  found  at  different  and  varied  stages  of  treatment.  One 
may  be  making  commitments  to  the  entire  group,  another  may  be,  for 
the  first  time,  trying  to  share  a poem  he  has  written,  while  a third  may 
still  be  in  the  initial  stages  of  forming  trust  and  involvement  with  the 
group.  However,  by  the  use  of  the  theories  and  techniques  of  rational, 
emotive,  and  reality  therapies  along  with  the  exercises  of  Simon’s  value 
clarification  program  and  in  conjunction  with  the  various  identity 
therapy  techniques,  each  member  chooses  from  his  particular  vantage 
point  and  according  to  his  stage  of  progress  what  he  will  share,  how 
much  he  dare  open  up,  and  where  he  will  go  next.  But  he  is  offered 
guidance  and  direction.  It  is  through  the  use  of  treatment  programs  as 
outlined  in  this  article  that  the  group  members  may  learn  early  that 
their  feelings  are  indeed  universal,  and  that  it  is  acceptable  to  relate  and 
share  their  feelings  with  other  members  of  the  human  race.  By  these 
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means,  perhaps  we  may  attempt  to  combat  the  major  psychic  and  emo- 
tional crisis  of  recent  history:  alienation  and  isolation  of  the  human 
being.  Those  feelings  Paul  Simon  evokes  so  poignantly  in  his  song, 
“Sounds  of  Silence”: 

And  in  the  naked  light  I saw 
Ten  thousand  people , maybe  more, 

People  talking  without  speaking 
People  hearing  without  listening, 

People  writing  songs  that  voices  never  share, 

A nd  no  one  dares  disturb  the  sound  of  silence. 


\ 
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For  those  of  you  interested  in  exploring  your  identity  through 
bibliotherapy,  here  is  a beginner's  list  of  short  stories,  plays, 
poems,  music,  and  films.  They  have  been  selected  from  lists  used 
successfully  by  therapists  at  the  Agnews  State  Hospital  in  San 
Jose,  California  and  by  the  authors  of  ‘ Shaping  the  Sounds  of 
Silence.  " 


SHORT  STORIES  AND  PLAYS 

Adams,  Alice.  “Gift  of  grass.”  Prize  Stories,  1971;  the  O.  Henry 
Awards.  New  York:  Doubleday  & Company,  1971. 

Communication.  Father-daughter  relationship. 

Asinov,  Isaac.  “My  son,  the  physicist.”  Nightfall  and  Other  Stories. 
Greenwich,  Connecticut:  Fawcett  Publications,  1970. 

Father-son  communication. 

Benson,  Sally.  “Profession:  housewife.”  Short  Stories  from  The  New 
Yorker,  1925-1940. 

Divorce,  displaced  anger.  Problems  of  adjustment  in  marriage. 

Bond,  Ruskin.  “The  crooked  tree.”  Short  Story  International,  January 
1965. 

Happiness.  The  ingredients  of  friendship. 

Bradbury,  Ray.  “The  first  night  of  Lent.”  Playboy's  Short 
Shorts.  Chicago:  Playboy  Press,  1970. 

The  problem  of  sobriety. 

Bradbury,  Ray.  “In  a season  of  calm  weather.”  Playboy’s  Short 
Shorts.  Chicago:  Playboy  Press,  1970. 

Mystical  experience. 

Calisher,  Hortense.  “The  middle  drawer.”  55  Stories  from  The  New 
Yorker. 

Mother-daughter  antagonism. 
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Chayefsky,  Paddy.  “Big  deal.”  Television  Plays.  New  York:  Simon  & 
Schuster.  1955. 

A mans  discovery  that  even  although  he  is  an  economic  failure,  his 
family  has  great  respect  for  him. 

Chekhov,  Anton.  “A  problem.”  Great  Stories  by  Chekhov.  New  York: 
Dell  Publishing  Company,  1959. 

Values.  Responsibility. 

Clarke,  Arthur  C.  “Who’s  there?”  The  Nine  Billion  Names  of  God.  New 
York:  Harcourt,  Brace  & World,  Inc.,  1967. 

The  not  unnatural  fear  of  a man  whose  space  suit  has  been  invaded  by 
a mother  cat  and  several  newborn  kittens. 

Collier,  John.  “A  touch  of  nutmeg  does  it.”  Fancies  and  Good-Nights. 
New  York:  Time,  Inc.,  1965. 

Repressed  hostility. 

Deal,  Borden.  “Antaeus.”  Ten  Modem  American  Short  Stories.  New 
York:  Bantam  Books,  1961. 

Generation  gap. 

Hemingway,  Ernest.  “The  doctor  and  the  doctor’s  wife.”  The  Short 
Stories  of  Ernest  Hemingway.  New  York:  Charles  Scribner’s  Sons, 
1927. 

Family  relationships. 

Henderson,  Robert.  “Immortality.”  Stories  from  The  New  Yorker, 
1950-60.  New  York:  Simon  & Schuster,  1960. 

Intimations  of  mortality,  making  a man  more  aware  and  loving. 

Huff,  Darrell.  “Female.”  The  Family  Reader.  Chicago:  Consolidated 
Book  Publishers,  1965. 

Jealousy.  Self  concept.  Revenge. 


t. 
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Inge,  William.  “Glory  in  the  flower.”  24  Favorite  One-Act  Plays. 

People  who  never  grow  up. 

Inge,  William.  “I’m  a star.”  This  is  my  Best  in  the  Third  Quarter  of  the 
Century.  New  York:  Doubleday,  1970. 

Dependency.  ( Can  be  used  as  a short  story) 

Lockridge,  Richard.  “The  nice  Judge  Trowbridge.”  Short  Stories  from 
The  New  Yorker. 

Manipulation. 

Mason,  Grace  Sartwell.  “They  called  her  Mousie.”  The  Family  Reader. 
Confidence  gained  by  recognition  of  others’  fears. 

O’Hara,  John.  “The  decision.”  55  Short  Stories  from  The  New  Yorker. 
New  York:  Simon  & Schuster,  1949. 

Escape  from  responsibility. 

O’Neill,  Eugene.  “Gold.”  Act  I.  Six  Short  Plays.  New  York:  Simon  & 
Schuster,  1960. 

Delusion.  Paranoia. 

Plato.  “The  death  of  Socrates.”  Fireside  Reader. 

Last  words  of  a great  man. 

Porter,  Katherine  Anne.  “The  rope.”  The  Collected  Stories  Of  Katherine 
Anne  Porter.  New  York:  Harcourt,  Brace  & World,  1930. 

Man-woman  relationships.  Is  quarreling  therapeutic? 

Price,  Reynolds.  “Michael  Egerton.”  Ten  Modern  American  Stories.  New 
York:  Bantam  Books,  1965. 

Child  of  divorce. 

Saroyan,  William.  “Little  Miss  Universe.”  The  Esquire  Treasury.  New 
York:  Simon  & Schuster,  1953. 

The  bom  loser’s  compensation. 
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Seager,  Allen.  “The  good  doctor.”  Playboy’s  Short  Shorts. 

Satire.  Reality  vs  imagination. 

Slesinger,  Tess.  “Mr.  Palmer’s  part.”  Short  Stories  from  The  New  Yorker. 
Inadequacy. 

Tagore,  Rabindranath.  “The  hero.”  The  World’s  Shortest  Stories.  Popular 
Library,  1962. 

Compensating  daydreams. 

Twain,  Mark.  “A  Connecticut  Yankee  in  King  Arthur’s  Court.”  Radio 
Plays  of  Famous  Stories.  Boston:  Plays,  Inc.,  1956. 

Social  change. 

Vonnegut,  Kurt  Jr.  “The  lie.”  Welcome  to  the  Monkey  House. „ 

New  York:  Dell  Publishing  Company,  1970. 

A boy  trapped  by  parents’  goals. 

Wells,  H.G.  “The  pearl  of  love.”  The  Fireside  Reader. 

Love.  Change  of  goals. 


POEMS 


Basho,  Matsuo.  “A  wish.”  An  Introduction  to  Haiku.  New  York: 
Doubleday,  1958. 

Field,  Eugene.  “Wynken,  Blynken,  and  Nod.  Poems  to  Read 
Aloud.  New  York:  W.W.  Norton,  1967. 

Gibran,  Khalil.  “Love;  On  friendship;  On  children.”  The  Prophet.  New 
York:  Alfred  Knopf 

Khayyam,  Omar.  “The  Rubaiyat.”  Rubaiyat  of  Omar  Khayyam.  New 
York:  Grosset,  1971. 
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Longfellow,  Henry  Wadsworth.  “The  day  is  done;  Hymn  to  the  night.” 
The  Oxford  Book  of  American  Verse.  New  York:  Oxford  University 
Press,  1950. 

Magee,  John  Gillespie,  Jr.  “High  flight.”  The  New  Treasury  of  War 
Poetry.  Boston:  Houghton,  Mifflin  Company,  1943. 

McKuen,  Rod.  “Channing  way;  All  of  me  is  mine;  Autobiography.” 
Stanyan  Street  and  Other  Sorrows.  New  York:  Random  House,  1954. 

Sandburg,  Carl.  “Caboose  thoughts.”  One  Hundred  American  Poems. 
New  American  Library,  1948. 

Taigi.  “In  my  host’s  garden.”  An  Introduction  to  Haiku.  New  York: 
Doubleday,  1958. 

Thoreau,  Henry  David.  “The  summer  rain.”  One  Hundred  American 
Poems.  New  American  Library,  1948. 


MUSIC 

Joan  Baez  — David's  Album 

Beatles  — Abbey  Road 

Marion  Brown  — Vista 

Buffalo  Springfield  — Retrospective 

Byrds  — Turn,  Turn,  Turn 

Harry  Chapin  — Heads  And  Tales 

Judy  Collins  — Recollections 

Alice  Coltrane  — Reflection  On  Creation  And  Space 

John  Coltrane  — Transitions 

Crosby,  Stills,  Nash,  Young  — Deja  Vu 

Bob  Dylan  — Highway  61  Revisited 

Roberta  Flack  — First  Take 

Gil  Scott  Heron  — Pieces  Of  A Man 

Incredible  String  Band  — Changing  Horses 

Godspell 

Ahmad  Jamel  — Free  Flight 
Jefferson  Airplane  — Surrealistic  Pillow 
Elton  John  — Elton  John 
Man  of  La  Mancha 
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Les  McCann  — Invitation  To  Openness 

Joni  Mitchell  — Clouds 

Charlie  Mingus  — Better  Git  It  In  Your  Soul 

Wes  Montgomery  — A Day  In  The  Life 

Randy  Newman  — Sail  Away 

Plastic  Ono  Band 

Tom  Paxton  — Any  album 

Peter,  Paul,  and  Mary  — In  The  Wind 

Dory  Previn  — Any  album 

Horace  Silver  Quartet  — That  Healin  ’ Feelin  ’ 

Simon  and  Garfunkel  — Sounds  of  Silence 

Nina  Simone  — Here  Comes  The  Sun 

Cat  Stevens  — Tea  For  the  Tillerman 

West  Side  Story 


FILMS 

A Woman  Under  the  Influence 
Americanization  of  Emily 
Bergman’s  Films  — Scenes  from  A Marriage 
Face  to  Face 
Cries  and  Whispers 

Clockwork  Orange 
Days  of  Wine  and  Roses 
Last  Picture  Show 
La  Strada 

Man  in  the  Wilderness 
Man  of  LaMancha 
Midnight  Cowboy 
On  the  Waterfront 
The  Graduate 
The  Hospital 
View  from  the  Bridge 
West  Side  Story 
1984 

2001  — A Space  Odyssey 
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by  Andrew  Malcolm 

One  of  the  most  controversial  issues  in  the  study  of  cannabis  intoxica- 
tion is  the  question  of  the  existence  of  the  amotivational  syndrome. 
Does  or  doesn’t  cannabis  contribute  to  apathy? 

In  considering  this  problem  we  have  three  sources  of  information:  the 
literary,  the  clinical,  and  the  scientific. 

For  many  centuries  there  have  been  literary  references  to  the  failure  of 
will  and  energy  that  has  been  observed  among  users  of  cannabis;  but 
these  descriptions  have  usually  been  dismissed  on  the  grounds  that 

Dr  Malcolm  is  a practising  psychiatrist  in  Toronto.  He  has  written  a number  of  books 
about  drugs  and  about  psychiatric  matters.  His  latest  book,  published  by  General 
Publishing  Company,  is  RIP  7,  a novel  about  the  drug  culture.  References  for  article  are 
available  on  request. 
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they  were  subjective  and  unscientific.  In  any  case,  it  has  been  held,  the 
listlessness  and  apathy  observed  could  have  been  attributed  to  a num- 
ber of  poorly  controlled  factors  other  than  the  use  of  cannabis.  A good 
example  of  this  is  afforded  by  Malcolm  Muggeridge’s  reminiscences  of 
Egyptian  university  life  in  the  early  part  of  this  century.  The  students 
“seemed  to  be  far  away,  lost  in  some  distant  dream  of  erotic  bliss;  a 
consequence,  no  doubt,  in  the  case  of  many,  of  their  addiction  to 
hashish,  widespread  among  the  Effendi  class,  and  prevalent  among  the 
Feilahin,  especially  the  ones  who  had  moved  into  the  towns.  The 
deleterious  effects  of  this  addiction  were,  in  those  days,  universally 
taken  for  granted;  and  the  Egyptian  authorities. . .spent  a lot  of  money 
and  effort  in  an  attempt  to  stamp  it  out.  When  I hear  (today  the) 
apologies  for  hashish,  I recall  the  Zaffaran  Palace  and  the  stupefied 
faces  and  inert  minds  of  so  many  of  the  students  there.” 

Present  Orientation 

In  the  last  few  decades  a great  many  clinicians  have  made  similar  but 
much  more  detailed  observations.  Here  is  how  the  American  National 
Commission  on  Marijuana  and  Drug  Abuse  dealt  with  this  matter: 

Some  clinicians  have  described  the  existence  of  a complex  of 
subtle  social,  psychological,  and  behavioral  changes  related  to  a 
loss  of  volitional  goal  direction  in  certain  individuals,  including 
some  long-term,  heavy  users  of  marijuana.  Such  persons  ap- 
pear to  orientate  only  to  the  i present.  They  appear  alienated 
from  generally  accepted  social  and  occupational  activities,  and 
they  tend  to  show  a reduced  concern  for  personal  hygiene  and 
nutrition. . . some  clinicians  believe  that  this  picture  is  directly 
caused  by  the  action  of  marijuana.  However,  other  behavioral 
scientists  believe  that  among  impressionable  adolescents, 
marijuana-induced  suggestibility  may  facilitate  the  rapid  adop- 
tion of  new  values  and  behavior  patterns,  particularly  when 
the  drug  is  taken  in  a socially  alienated  subculture  that  advo- 
cates and  strongly  reinforces  such  changes — Whichever  in- 
terpretation one  accepts,  the  fact  is  apparent  that  the  chronic, 
heavy  use  of  marijuana  may  jeopardize  social  and  economic  ad- 
justments of  the  adolescent.  We  believe  this  is  one  concern 
which  merits  further  research  and  evaluation. 

Hang-Loose  Ethic 

In  Canada,  the  LeDain  Commission  commented  on  the  concept  of  the 
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hang-loose  ethic  that  seemed  to  be  prevalent  among  adolescent  users 
of  marijuana. 

Central  to  this  notion  is  the  question  of  such  traditional  aspects 
of  authority,  behavior,  and  belief  as  conventional  educational, 
religious,  and  political  institutions,  pre-marital  chastity,  and 
the  accumulation  of  wealth — Although  no  adequately  con- 
trolled studies  have  yet  been  published  on  the  behavioral 
effects  of  chronic  cannabis  use  in  North  America,  a number  of 
clinicians  have  described  an  amotivational  syndrome  in  some 
chronic  marijuana  users.  McGlothlin  and  West  report  that 
clinical  impressions  suggest  that  heavy  use  of  marijuana  may 
contribute  to  some  characteristic  personality  changes,  includ- 
ing apathy,  loss  of  effectiveness,  reduced  drive  and  ambition, 
diminished  capacity  or  willingness  to  carry  out  complex,  long- 
term plans,  to  endure  frustration,  to  follow  routines,  or  to  suc- 
cessfully master  new  material.” 

Apathy  and  Alienation 

In  1974,  Dr  Phillip  Zeidenberg  of  Columbia  University  included  this 
statement  in  his  testimony  to  the  United  States  Senate  Subcommittee 
investigating  the  effects  of  cannabis: 

Possibly  the  issue  of  greatest  importance  in  the  area  of 
behavioral  toxicity  of  marijuana  is  the  question  of  the  amotiva- 
tional syndrome.  This  problem  is  frequently  dismissed  by 
those  favoring  legalization  as  a syndrome  that  is  brought  about 
by  coexisting  psychiatric  difficulties  in  those  individuals  who 
coincidentally  use  marijuana,  or,  alternatively,  it  is  written  off 
as  something  which  is  brought  about-  by  hopeless 
socioeconomic  conditions  in  backward  ‘Third  World  Nations.’ 
Nevertheless  this  syndrome  is  seen  consistently  in  virtually  all 
studies  of  chronic  users  in  all  countries,  and  there  are  no  relia- 
ble ways  of  measuring  the  subtle  changes  in  mental  state  that 
might  cause  such  a syndrome.  This  type  of  apathy  and  aliena- 
tion may  be  brought  about  by  drug-induced  changes  in 
capacity  for  attention,  concentration,  and  motivation  for  which 
we  have  no  adequate  measures. 

Psychic  Changes 

Harold  Kolansky  and  William  T.  Moore  of  Philadelphia  have  carried 
out  detailed  clinical  studies  of  hundreds  of  marijuana  users  over  the  last 
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10  years.  In  the  course  of  this  time,  they  became  convinced  that  the 
psychic  changes  they  observed  were  the  result  of  a specific  toxic  effect 
on  the  cells  of  the  brain’s  cerebral  cortex.  According  to  their  observa- 
tions: 

With  a history  of  regular  marijuana  or  hashish  use  the  in- 
dividual was  characteristically  apathetic  and  sluggish  in  mental 
and  physical  responses.  There  was  usually  a loss  of  interest  in 
personal  appearance  and  a goallessness.  Considerable  flatten- 
ing of  affect  at  first  gave  an  impression  of  calm  and  well-being 
so  that  the  patient  seemed  to  be  at  peace  with  himself  and  the 
world.  This  was  usually  accompanied  by  his  own  conviction 
that  he  had  recently  developed  an  emotional  maturity  and  in- 
sight that  was  aided  by  or  even  a result  of  his  generous  use  of 
cannabis.  Having  found  his  ‘true  self,’  he  claimed  that  his  ag- 
gression, ambition,  and  life  goals  no  longer  needed  to  follow 
those  of  the  mainstream  of  society. 


Impoverished  Range 

In  my  own  testimony  before  the  U.S.  Senate  Subcommittee  I said: 

As  a clinician  I have  seen  numerous  people  who  presented  a 
most  depressing  picture  that  resembled,  in  varying  degrees, 
simple  schizophrenia,  the  sociopathic  personality,, and  chronic 
brain  syndrome.  That  is  to  say,  these  people  seemed  to  be 
lackadaisical,  passive,  uninterested  in  the  world  around  them, 
and  demonstrably  unreliable.  They  would  often  be  verbally 
quite  facile,  but  the  range  of  their  thought  and  feeling  would 
be  very  limited,  I might  even  say  impoverished.  Their  atten- 
tion spans  would  be  short,  and  they  would  seem  interested 
only  in  experiencing  each  moment  as  it  occurred  without 
reference  either  to  the  past  or  the  future.  Their  thinking  would 
be  frequently  non-logical,  and  they  would  be  very  fascinated 
by  magical  explanations  for  natural  phenomena.  Absurdities 
and  incongruities  seemed  only  to  amuse  them  in  a peculiarly 
superficial  way. 


Illusion  of  Mellowing 

Dr  Harvey  Powelson  was  the  chief  of  the  department  of  psychiatry  in 
the  student  health  service  at  Berkeley  throughout  the  late  60s.  He  told 
the  subcommittee  that  in  1965  his  position  was  that  marijuana  was  a 
relatively  harmless  drug.  Over  the  years,  however,  his  extensive  clini- 
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cal  experience  caused  him  to  change  this  judgment.  After  interviewing 
very  large  numbers  of  students,  Dr  Powelson  saw  the  emergence  of  a 
remarkable  clinical  picture. 

The  essence  of  the  pattern  is  that  with  small  amounts  of  mari- 
juana (approximately  three  joints  of  street  grade),  memory  and 
time  sense  are  interfered  with.  With  regular  usage,  the  active 
principles  cause  more  and  more  distorted  thinking.  The  user’s 
field  of  interest  gets  narrower  and  narrower  as  he  focuses  his 
attention  on  immediate  sensation.  At  the  same  time,  his  de- 
pendence and  tolerance  are  growing.  As  he  uses  more  of  the 
drug,  his  ability  to  think  sequentially  diminishes.  Without  his 
awareness  he  becomes  less  and  less  adequate  in  areas  where 
judgment,  memory,  and  logic  are  necessary.  As  this  happens, 
he  depends  more  and  more  on  pathological  patterns  of  think- 
ing. 

Dr  Hardin  B.  Jones  of  Berkeley  said: 

Thought  formation  in  the  marijuana  user  tends  to  be  less 
powerful;  conclusions  are  relatively  impetuous  and  expressed 
ideas  are  often  nonsequiturs.  It  is  as  though  some  of  the 
reference  checking  in  thinking  has  gone  astray.  The  user  has 
the  illusion  that  his  chronic  state  is  simply  a mature  mellowing. 

The  Cannabis  Syndrome 

Alfred  V.  Miliman,  director  of  the  Maryland  Drug  Abuse  Research 
Treatment  Foundation,  has  observed  the  following  symptoms  among 
large  numbers  of  marijuana  users  in  Baltimore: 

Diminished  drive,  lessened  ambition,  decreased  motivation, 
apathy,  shortened  attention  and  concentration  spans,  distrac- 
tibility,  a peculiar  fragmentation  in  the  flow  of  thought,  poor 
judgment,  impaired  communications  skills,  inability  to  prepare 
realistically  for  the  future,  and  magical  thinking. 

Miliman  describes  these  and  a number  of  other  symptoms,  and  calls 
this  picture  ‘The  Cannabis  Syndrome.’ 

Many  other  clinicians  have  reported  their  findings  and  however  un- 
scientific their  methods  may  be,  I have  no  doubt  that  the  weight  of 
their  evidence  at  this  point  in  time  must  cause  us  to  look  very  seriously 
at  their  contributions.  The  conclusions  reached  by  these  clinicians 
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indicate  that  marijuana  is  indeed  an  intoxicating  drug  that,  together 
with  a number  of  other  factors,  somehow  manages  to  effect  a reversible 
change  in  personality.  And  this  change,  characteristically,  is  in  the 
direction  of  quiescence,  apathy,  and  a general  diminution  of  motiva- 
tion. 

Scientific  Studies 

The  scientific  studies  that  have  been  useful  in  this  field  have  been  of 
two  types.  There  have  been  clinical  studies  in  communities  and  in 
laboratories  designed  to  elicit  information  about  moti  vation.  And  there 
have  been  diverse  studies  of  a neurophysiological  nature  that  have 
served  to  explain  the  effects  of  various  doses  of  cannabis  on  the  ner- 
vous systems  of  men  and  animals. 

A clinical  study  on  academic  performance  by  William  S.  Finnell  and 
John  D.  Jones  defined  a marijuana  user,  rather  inexactly,  as  someone 
who  had  used  the  drug  at  least  once  a week  for  a year.  There  could  be 
no  certainty  of  the  accuracy  of  the  subject’s  claim  and  there  was  no 
determination  of  the  actual  amount  of  the  drug  consumed.  The  conclu- 
sion was  that  while  the  marijuana  user  had  the  highest  academic  ap- 
titude when  compared  to  the  alcohol  user  and  the  abstainer,  his 
academic  achievement  was  lowest. 

Great  Controversy 

This  finding  tends  to  confirm  that  of  Dr  M.I.  Soueif  of  the  University  of 
Cairo.  According  to  Soueif: 

As  to  the  relative  magnitude  of  intellectual  and  psychomotor 
impairment  associated  with  cannabis-taking  we  came  recently 
to  the  conclusion  that  such  impairment  seemed  to  vary  in  size 
according  to  the  general  level  of  pre-drug  proficiency:  the 
higher  the  initial  level  of  proficiency,  the  bigger  the  amount  of 
impairment.  And  also:  We  find  the  higher  the  level  of  educa- 
tion attained  by  the  comparable  groups  (users  and  non-users  of 
hashish)  the  larger  the  discrepancy  between  their  test  scores. 
Thus,  illiterate  takers  could  not  be  differentiated  from  illiterate 
non-takers  on  most  of  the  tests,  in  contrast  to  the  group  repre- 
senting high  school  level  who  differed  widely  from  each  other 
on  almost  all  test  variables. 

This  difficulty  is  probably  the  basis  of  the  great  controversy  that  has 
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arisen  as  a result  of  the  studies  of  indigenous  populations  in  Jamaica, 
Costa  Rica,  and  Greece.  All  of  these  studies  purported  to  compare  the 
abilities  of  heavy  cannabis  users,  with  controls,  in  their  natural  settings. 
In  Greece,  47  people  who  had  used  cannabis  for  10  years  were  studied 
and  compared  with  40  non-using  controls.  No  significant  differences  in 
cognitive  or  behavioral  variables  were  found. 

In  the  Jamaican  study  there  was  no  evidence  of  intellectual  impair- 
ment or  of  any  other  defect  that  might  support  the  existence  of  the 
amotivational  state.  Indeed,  the  Jamaican  subjects  indicated  they  used 
ganja  in  order  to  gain  energy  for  the  hard  work  they  had  to  do.  Other 
Jamaican  studies  have  supported  this  impression.  In  fact,  however, 
after  smoking  ganja  the  subjects  produced  less  work— hoeing,  digging, 
and  weeding— and  they  used  more  movements;  but  the  scientists  con- 
cluded there  was  no  evidence  of  any  lack  of  motivation. 

In  all  of  these  studies,  the  findings  have  been  derived  from  observa- 
tions of  a very  small  number  of  carefully  selected  health  subjects:  30  in 
Jamaica,  41  in  Costa  Rica,  and  47  in  Greece.  Most  importantly,  all  of 
these  118  or  so  subjects  were  laborers  or  farmers  who,  according  to 
Soueifs  findings,  would  be  unlikely  to  show  any  appreciable  changes 
in  thinking,  feeling,  or  acting  on  the  basis  of  long-term  exposure  to 
cannabis.  Commenting  on  these  studies,  Robert  L.  DuPonf  director  of 
the  National  Institute  on  Drug  Abuse  (NIDA)  in  the  United  States, 
said:  “I  think  there  has  been  a problem  of  over-interpretating  these  in- 
itial studies  as  showing  that  there  are  no  serious  health  problems  asso- 
ciated with  marijuana  use.  This  is  unfortunate.” 

Flawed  Studies 

Other  studies  of  long-term  users  have  reached  quite  different  conclu- 
sions from  the  three  just  mentioned  ones.  Cordeiro  de  Fairias  and  P.O. 
Wolff  both  determined  that  cannabis  has  a markedly  deleterious  effect 
on  mental  functioning  in  South  America. 

In  North  America  the  conclusion  has  been  more  often  reached  that  the 
use  of  cannabis  is  relatively  harmless.  Most  commonly,  atypical  groups 
of  people  have  been  studied  here:  multiple  drug  users;  psychiatric  pa- 
tients; deviant  adolescents.  Major  variations,  such  as  a reduction  in 
motivation,  have  usually  been  denied.  In  experimental  settings,  it  is 
commonly  reported  that  the  naive  subject  is  far  more  affected  by  the 


38 


drug  than  is  the  experienced  user  but,  again,  there  is  usually  no  signifi- 
cant effect  on  motivation  in  either  group. 

These  studies,  however,  are  seriously  flawed  through  their  use  of  sub- 
jects screened  for  physical  and  mental  health,  through  the  uncertainty 
of  the  dosage  used,  or  through  the  very  brief  period  of  exposure— often 
a few  weeks  — regarded  by  the  experimenters  as  representing  chronic 
use.  But,  in  general,  it  must  be  pointed  out  that  the  majority  of  report- 
ing scientists  and  clinicians  believe  that  cannabis  does  not  specifically 
engender  a loss  of  motivation. 

Controversy  Continues 

Typical  of  the  students  in  this  group  are  G.C.  Miles  and  G.R.S.  Con- 
greve who  reported:  “No  gross  behavioral  changes  appeared  during  the 

experiment No  evidence  was  found  of  social  deterioration,  or  a 

decline  in  concern  over  personal  hygiene  or  general  physical  condi- 
tion  No  significant  alterations  in  intellectual  functioning  were 

detected.  When  large  mandatory  doses  of  marijuana  were  introduced 
after  long  periods  of  abstinence  in  the  laboratory,  work  productivity 
tended  to  be  depressed. . .(the  subjects  especially  resented  this  forced 

daily  use  of  high  doses) Discontinuation  after  a prolonged  period  of 

forced  smoking  resulted  in  an  increase  in  productivity.” 

It  must  be  pointed  out,  however,  that  all  of  these  subjects  were  young, 
healthy  males,  that  they  were  exposed  to  marijuana  for  less  than  two 
months,  and  that  the  work  was  extraordinarily  repetitive  and  boring 
(weaving  sashes  and  assembling  simple  stools.)  Even  so,  Miles  and 
Congreve  concluded  that  cannabis  did  not  affect  changes  in  personality 
that  could  be  described  as  an  amotivational  syndrome;  and  the  LeDain 
Commission,  to  which  they  reported,  readily  concurred. 

Even  so,  the  controversy  continues  for  two  reasons.  In  contrast  to  most 
of  these  reports,  a number  of  respected  clinicians  and  scientists  con- 
tinue to  feel  that  cannabis  does  indeed  affect  motivation  adversely. 
And  secondly,  a mass  of  neurophysiological  evidence  has  begun  to  ac- 
cumulate that  seems  to  indicate  that  a real  effect  on  motivation  might 
well  be  the  consequence  of  heavy  marijuana  use. 

Neurophysiological  Studies 

Normal  motivation  tends  to  be  persistent  in  any  individual.  It  may  fluc- 
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tuate  in  intensity,  just  as  does  mood,  but  it  clearly  tends  to  be  main- 
tained at  a level  consonant  with  survival  in  the  subject’s  social  milieu. 
Moreover,  motivation  is  the  end  product  of  many  complex  psychologi- 
cal and  physiological  variables,  all  of  which  have  something  to  do  with 
the  maintenance  of  normal  mental  functioning  of  which  motivation  is 
a single  example.  It  is  well  understood— and  this  is  not  at  issue  here— 
that  any  intoxicating  drug  will  have  a pronounced  effect  on  brain  func- 
tion, on  the  state  of  consciousness  and,  therefore,  on  motivation. 
Depressants,  stimulants,  and  illusionogens  all  alter  consciousness  in 
such  an  acute  manner  as  to  interfere  markedly  with  the  subject’s 
capacity  to  function  normally.  Thus,  in  the  short  term,  I do  not  think 
there  would  be  many  who  would  disagree  with  the  assertion  that  mari- 
juana can  produce  at  least  a brief  period  of  diminished  motivation.  The 
important  question  has  to  do  with  the  possibility  of  a chronic  effect 
through  chronic  use. 

Affinity  for  Lipids 

At  the  U.S.  Senate  hearings  in  May  1974,  Dr  Julius  Axelrod  of  the  Na- 
tional Institute  of  Mental  Health  reported  that,  in  his  laboratory,  sensi- 
tive methods  were  developed  to  measure  tetrahydrocannabinol  in  the 
blood  and  urine  of  man.  Tetrahydrocannabinol  (THC)  is  the  ingredient 
in  cannabis  which  produces  the  typical  effects  on  mood  and  percep- 
tion. Following  the  injection  of  the  drug  to  volunteers  he  found  that: 
“THC  and  its  biochemically  transformed  products  continued  to  be  ex- 
creted for  more  than  one  week.”  Axelrod  assumed  that  THC  and  its 
metabolites  must  accumulate  in  the  tissues.  In  animal  studies  he 
proved  that  this  was  so.  He  said:  “After  a single  injection  of  THC  there 
are  barely  detectable  concentrations  of  THC  in  the  brain,  but  after 
repeated  administration  there  is  a gradual  accumulation  of  the  drug  in 
the  brain — This  would  suggest  that  the  reverse  tolerance  of  chronic 
marijuana  use  is  really  the  result  of  accumulation  of  the  drug  in  the 
tissues.” 

At  the  same  hearing,  Dr  W.D.M.  Paton  of  Oxford  University  pointed 
out  that  cannabis  is  a complex  mixture  of  at  least  40  chemicals,  several 
of  which  were  known  to  be  psychoactive.  “Second,”  he  said,  “and 
possibly  the  most  important  single  fact  about  cannabis  is  that  THC  is 
intensely  soluble  in  fat.”  In  fact,  this  substance  is  10,000  times  more 
soluble  in  fat  than  in  alcohol.  Dr  Paton  elaborated:  “Its  [cannabis]  fat 
solubility  is  greater  than  that  of  industrial  solvents  and  is  exceeded 
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only  by  substances  like  DDT This  fat  solubility  gives  it  an  affinity 

for,  and  ability  to,  traverse  the  fatty  material  in  cell  membranes.”  On 
the  basis  of  this  outstanding  physical  property,  it  was  possible  to  ex- 
plain the  cumulative  effect  of  this  drug  and  the  persistence  of  the 
effect  when  the  drug  is  withdrawn,  and  its  passage  into  all  parts  of  the 
body.” 

Effect  on  Cell  Function 

An  affinity  for  lipids  (fat)  and  a tendency  to  accumulate  markedly  dis- 
tinguish cannabis  from  all  other  psychoactive  drugs  in  common  use. 
Moreover,  it  has  been  reported  from  diverse  laboratories  that  this  drug 
has  a profound  effect  on  many  aspects  of  cell  function.  Dr  Gabriel 
Nahas  of  Columbia  University  reported  that,  in  51  smokers  who  had 
consumed  an  average  of  three  marijuana  cigarettes  a week  for  four 
years,  the  production  of  the  immune  cells  — the  t-lymphocytes  — was 
41%  less  than  in  non-smokers.  Such  a suppression  of  t-lymphocytes,  he 
said,  would  markedly  render  people  less  immune  to  disease. 

These  observations,  taken  in  the  general  context  of  the  damag- 
ing effects  of  marijuana  on  the  DNA  of  dividing  cells,  are  in- 
dications that  long-term  usage  by  a significant  fraction  of  the 
American  population  would  constitute  a major  public  health 
problem. 

More  than  Negligible  Risk 

Robert  Kolodny,  of  the  Reproductive  Biology  Research  Foundation  of 
St.  Louis,  reported  on  a study  of  the  testosterone  levels  of  two  groups  of 
young  men.  The  first  group  had  used  marijuana  at  least  four  days  a 
week  for  a minimum  of  six  months.  Their  consumption  had  been  from 
nine  to  18  joints  per  week.  The  other  group,  the  controls,  had  never 
used  marijuana.  Dr  Kolodny  reported: 

The  principal  male  sex  hormone,  testosterone,  was  found  to  be 
approximately  44%  lower  in  the  group  of  men  using  marijuana. 
This  finding  was  not  uniform  in  all  the  men  studied,  however, 
and  it  appeared  to  be  related  to  the  amount  of  marijuana  used. 
Men  who  averaged  10  or  more  marijuana  joints  per  week  had 
significantly  lower  testosterone  levels  than  men  who  smoked 
fewer  than  10  marijuana  cigarettes  weekly. 

By  now,  we  have  numerous  neuropharmacological  and  endocrinologi- 
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cal  studies  which  clearly  indicate  that  cannabis  profoundly  interferes 
with  many  basic  bodily  processes.  The  cannabinoids  interfere  with  the 
incorporation  of  precursors  into  nucleic  acids  and  proteins.  Treated 
cells  undergo  abnormal  cell  division  and,  sometimes,  deficits  in  DNA. 
My  point  here  is  simply  to  indicate  that  cannabis,  far  from  being  a mild 
intoxicant  capable  of  producing  a briefly  pleasurable  euphoria  with 
negligible  risk,  is  actually  a drug  that  disturbs  bodily  function  in  the 
most  detailed  way  and  at  the  level  of  the  cell  itself.  The  question,  then, 
is  whether  the  brain  is  disturbed  and  whether  any  malfunction  of  that 
organ  tends  to  persist  beyond  the  period  of  acute  intoxication. 

In  1970,  Leo  E.  Hollister  reported  that  there  were  no  changes  attributa- 
ble to  cannabis  during  the  period  of  intoxication  other  than  some  evi- 
dence in  the  electroencephalogram  (EEG)  of  drowsiness.  In  1971,  Jan 
Volavka  found  an  increase  in  the  percent  of  alpha  and  an  associated 
decrease  in  theta  and  beta  activity.  In  1972,  Dr  Jared  R.  Tinklenberg 
reported  a significant  increase  in  contingent  negative  variation  (CNV) 
amplitude  following  the  administration  of  THC.  Harry  Klonoff  ob- 
serves: “This  observation  has  significance  in  that  the  CNV  is  a slowly 
changing  brain  potential  which  may  reflect  the  activity  of  brain 
mechanisms  subserving  processes  of  attention,  motivation,  and  pre- 
paratory set.”  It  has  also  been  found  that  cannabis  induced  an  increase 
in  Stage  4 of  sleep  and  a decrease  in  REM  stages. 

Effects  on  Cognition 

In  1970,  Dr  Frederick  Melges  of  the  Stanford  school  of  medicine  sug- 
gested that  the  effect  of  cannabis  on  cognition  could  be  described  as 
temporal  disintegration  and  he  related  the  breakup  of  sequential 
thought  to  a failure  of  immediate  memory.  Klonoff  found  these  disin- 
tegrative effects  to  be  more  generalized.  He  writes: 

We  have  demonstrated  in  these  experiments  that  marijuana 
interferes  with  performance  in  a manner  which  cannot  be  ex- 
plained on  the  basis  of  decreased  attention  or  altered  retention 
of  learned  information.  The  results  of  the  neuro-psychological 
experiments  in  particular  indicate  that  the  functional  change 
produced  is  one  which  results  in  altered  concept  formation  or 
appraisal.  . . .Appropriate  action  in  response  to  any  sensory  in- 
put depends  on  a complex  neural  pathway  serving  sensation, 
perception,  appraisal,  evaluation  or  concept  formation,  and 
motor  response.  ...The  appraisal  or  evaluation  function  is 
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likely  mediated  by  relays  from  cortical  sensory  receiving  areas 
to  the  adjoining  limbic  system.  . . .The  main  afferent  pathways 
to  the  hippocampus  are  cholinergic  in  type.  Our  experiments 
and  others  have  demonstrated  that  marijuana  exerts  an  anti- 
cholinergic effect.  Clinical  evidence  has  shown  that  abnormal 
discharges  in  or  near  the  limbic  cortex  may  produce  feelings  of 
depersonalization,  distortions  of  perception,  alterations  in  time 
sense,  and  feelings  of  fear  or  paranoia.  All  these  subjective 
states  may  occur,  and  some  are  very  common  as  part  of  the 
marijuana  experience.  Pleasant  feelings,  euphoria,  happiness, 
and  placidity  are  also  very  common  elements  of  the  marijuana 
experience,  and  it  is  notable  that  the  septal  region,  which  ap- 
pears to  function  as  a major  coordinating  centre  for  the  entire 
limbic  system,  is  by  far  the  most  effective  target  for  self- 
stimulation experiments  with  a variety  of  mammals,  including 
man. 

Abnormal  Brainwave  Patterns 

Dr  Robert  Heath  of  Tulane  indicated  that  after  three  months  of  regular 
exposure  to  THC,  Rhesus  monkeys  showed  persistent  abnormalties  in 
brainwave  patterns,  as  recorded  from  electrodes  deeply  implanted  in 
brain  sites  having  to  do  with  emotional  responsivity,  alerting  and  sen- 
sory perception.  These  changes  did  not  improve  when  the  administra- 
tion of  marijuana  was  stopped. 

On  the  basis  of  such  study,  Harry  Klonoff  has  proposed  that  THC  and 
its  metabolites  “act  primarily  to  alter  the  normal  functional  relation- 
ship between  paleocortical  limbic  system  structures  and  the  neocortex. 
. . .The  major  elements  of  the  marijuana  experience,  including  altered 
perception,  mood,  and  performance,  may  all  be  explained  on  this  basis. 
The  most  striking  objective  change,  i.e.  a general  cognitive  perfor- 
mance decrement,  may  be  the  result  of  the  loss  of  an  accurate  concept 
formation,  appraisal,  or  evaluation  stage  in  the  stimulus  cue  perfor- 
mance sequence,  normally  subserved  by  neocortical-limbic  circuits.” 

More  Widespread,  More  Frequent,  More  Potent 

That  the  use  of  cannabis  is  still  spreading  there  is  no  doubt.  Robert  Du- 
Pont, director  of  NIDA  said,  in  May  of  this  year: 

There  is  evidence  not  merely  of  more  widespread  use,  but  of 
much  more  frequent  use.  Those  people  who  do  use  marijuana 
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tend  to  use  it  more  frequently  than  most  of  us  thought.  In  a 
study  of  high  school  seniors,  23%  of  the  user  group  reported 
daily  use.  . . .There  has  also  been  a tendency  toward  rising  po- 
tency levels. 

DuPont  went  on  to  say  that  there  are  now  13  million  regular  users  of 
marijuana  in  the  United  States  and  that,  in  the  18  to  25  age  group,  53% 
had  used  marijuana.  “That  level  of  exposure  in  our  population,”  he 
said,  “merits  the  very  greatest  concern.” 

In  the  meantime,  of  course,  clinicians  have  continued  to  observe  cases 
in  which  apathy  and  aimlessness  have  appeared  in  apparent  association 
with  daily  use  of  high  potency  marijuana.  I would  like  to  propose,  ac- 
cordingly, a model  that  might  explain  the  no  doubt  complex  etiology  of 
what  has  been  called  the  amotivational  syndrome. 

Creation  and  Reinforcement 

We  must  recognize,  at  the  outset,  that  not  everyone  in  the  population  is 
equally  at  risk.  Nor,  indeed,  do  clinicians  observe  this  phenomenon  in 
every  case  of  marijuana  use.  Suppose,  however,  that  a person  with  an 
aptitude  for  high  achievement  is  introduced  to  marijuana.  This  person 
might  then  become  vulnerable  to  two  quite  distinct  influences  which, 
nevertheless,  might  act  to  reinforce  each  other  and  draw  the  person  in- 
sidiously toward  the  amotivational  state.  These  separate  influences 
may  be  called  the  physiological  and  the  ideological. 

We  now  know  that  THC  has  a marked  affinity  for  fats,  and  that  lipids 
are  well  represented  in  cell  membranes,  particularly  those  of  the  brain 
and  the  gonads.  We  know,  further,  that  THC  (or  its  equally  psychoac- 
tive metabolites)  tends  to  be  stored  in  these  tissues.  With  the  more  fre- 
quent use  of  progressively  more  potent  forms  of  the  drug  there  is  cer- 
tain to  be  a chronic  effect  on  cell  function  which  is  related  to  that 
which  has  already  been  established  in  the  case  of  acute  intoxication. 
We  now  know  that  the  most  vulnerable  part  of  the  brain  in  terms  of 
THC  intoxication  is  the  limbic  system,  the  normal  operation  of  which 
is  essential  to  adequate  mental  functioning. 

The  individual,  then,  has  come  to  persistently  alter  the  operation  of 
those  structures  of  the  brain  that  connect  the  paleocortex  and  the 
neocortex.  Wakefulness,  alertness,  concentration,  and  attention  are  all 
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adversely  affected.  He  is  inclined  to  narrow  his  range  of  interest  to  the 
present.  He  is  deprived  of  his  capacity  to  compare  past  experiences 
with  present  stimuli;  and  because  judgment  depends  on  such  normal 
mental  functioning,  he  is  rendered  progressively  less  able  to  judge  the 
quality  of  his  actions  or  to  test  reality.  In  this  decidedly  more  primitive 
mental  state  he  is  uncritically  willing  to  accept  magical  explanations  for 
natural  phenomena.  And  he  is  progressively  more  inclined  to  ex- 
perience sensation  in  the  here  and  now.  He  is  also,  through  the  loss  of 
his  critical  and  intellectual  capacity,  rendered  more  and  more  suggesti- 
ble. 

Ideological  Influences 

Now  we  must  postulate  the  simultaneous  appearance  in  his  life  of  cer- 
tain influences  which  we  may  identify  as  ideological.  Whereas,  pre- 
viously, he  was  able  to  accept  the  values  and  sentiments  of  the  general 
society— adapt  to  its  restraints,  and  appreciate  its  expectations— he 
now  finds  that  these  values,  restraints,  and  expectations  are  decidedly 
disagreeable.  In  his  more  elemental  and  more  fragmented  state  of 
mind,  he  finds  that  adaptation  is  increasingly  more  difficult  for  him.  He 
now  may  find  himself  associated  with  a number  of  kindred  spirits  who 
constitute  a very  particular  milieu.  He  is  also  exposed  to  a variety  of 
literary  and  visual  influences  that  appear  to  strongly  encourage  him  to 
question  the  legitimacy  of  his  culture  of  orientation. 

If  the  individual  is  naive  and  immature,  if  the  milieu  is  very  strong,  and 
if  his  pattern  of  use  is  heavy,  he  will  be  inclined  to  conclude  that  the 
entirely  novel  style  of  life  offered  by  his  instructors  is  intensely  in- 
teresting; and  he  will  be  urged  to  emulate  these  models  of  social 
enlightenment.  We  have,  then,  the  mutual  reinforcement  of  two 
diverse  influences.  The  drug  itself  facilitates  quiescence,  and  the  milieu 
praises  the  hang-loose  ethic.  The  drug  produces  fragmentation  of 
thought  and  an  intensification  and  distortion  of  sensory  perception, 
and  the  milieu  celebrates  precisely  these  things  as  elements  of  the  new 
non-linear  style  of  being  in  the  world.  The  drug  impairs  judgment  and 
critical  capacity,  and  the  milieu  expresses  its  contempt  for  accuracy  and 
intellectuality.  The  drug  distorts  time  sense,  and  the  milieu  especially 
abhors  any  dependence  on  measured  time.  The  drug  facilitates  non- 
logical  interpretations  of  reality,  and  the  milieu  espouses  a neo-trans- 
cendentalist  preoccupation  with  magic  and  romance  and  is  highly 
receptive  to  the  revival  of  a variety  of  mystery  religions.  The  drug 
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interferes  with  registration,  retention,  and  recall  and  all  of  these  are  es- 
sential elements  in  learning.  The  milieu  explains  that  the  only  true 
learning  is  immediate  experience  in  each  passing  second. 

Peculiar  Constellation 

One  possible  result  of  such  a sequence  of  events  as  I have  described 
would  be  for  the  user  to  come  to  feel  that  the  values  of  the  larger 
society  are  not  applicable  in  his  case.  And  among  these,  must  be  in- 
cluded the  widespread  tendency  to  be  vulnerable  to  a variety  of 
motivational  influences.  This  the  user  now  identifies  as  valueless  and 
perhaps  even  contemptible.  And  thus  it  may  happen  that,  in  the  course 
of  time,  he  finds  himself  glorifying  in  his  aimlessness,  his  apparent  in- 
dolence, and,  in  terms  of  the  values  of  the  larger  society,  his  apathy  and 
listlessness.  This  state,  of  course,  is  perfectly  designed  to  bring  about 
his  failure  whenever  he  is  challenged  by  the  society.  But  he  will  now 
have  two  quite  effective  defenses  against  any  sense  of  defeat:  he  will  be 
supported  by  the  examples  and  words  of  his  adopted  peers;  and  he  will 
be  able  to  retreat  into  further  use  of  the  disintegrating  chemical  that 
specifically  affords  him  pleasure  on  his  own  terms. 

In  some  such  way  do  many  thousands  of  people  come  to  present  the 
peculiar  constellation  of  symptoms  that  have  been  identified  as  the 
amotivational  syndrome.  And  because  there  is  every  reason  for  us  to 
believe  that  the  incidence  of  marijuana- related  disorders  will  vary 
directly  with  the  per  capita  consumption  of  this  drug,  we  may  predict 
that  in  the  future,  clinicians  will  see  an  increasing  number  of  people 
suffering  from  this  particular  species  of  drug  affliction. 

A Frequent  Future  Picture 

In  the  future,  it  will  be  particularly  important  for  us  to  finally  have  the 
benefit  of  long-term  prospective  studies  using  large  numbers  of  sub- 
jects. Although  the  acute  effects  of  cannabis  must  be  more 
exhaustively  studied— especially  the  disruption  of  paleocortical  func- 
tion—there  is  no  doubt  that  the  effects  of  chronic  intoxication  have 
been  most  inadequately  studied  up  to  now  and  are,  as  a result,  least  well 
understood. 

And,  of  course,  I continue  to  feel  that  there  is  a great  need  for  a well- 
designed  study  into  the  relationship  between  cannabis  intoxication  and 
hypersuggestibility.  The  quiescence  and  apathy  that  clinicians  have  so 
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frequently  seen  in  association  with  this  mystifying  drug  may  be  att- 
tibutable  to  both  neurophysiological  and  psychological  causes.  Indeed, 
it  seems  most  likely  to  me  that  the  one  influence  may  strongly  rein- 
force the  other.  With  repeated  intoxication,  therefore,  accumulation  in 
the  tissues,  chronic  malfunction  of  midbrain  structures,  and  the  cons- 
tant availability  of  socially  alienating  pressures,  it  is  quite  possible  that  a 
bright,  under-achieving,  and  immature  person  could  develop  the  per- 
sistent signs  of  what  has  been  called  the  amotivational  syndrome.  I 
would  like  to  suggest,  however,  that  this  clinical  picture  which  includes 
diverse  elements  should  now  be  called  marijuanism.  It  is  a picture,  I 
have  no  doubt,  that  will  be  seen  far  more  frequently  in  the  future  if  the 
present  consumption  trend  is  allowed  to  continue. 


Addictions  welcomes  editorial  contributions— manuscripts, 
speeches , or  papers— from  its  readers.  They  should  be  sent  to:  The 
Editor,  Addictions,  Addiction  Research  Foundation,  33  Russell 
Street,  Toronto,  Canada,  M5S  2SJ. 
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by  James  Wayne 


Kings 


UlHlTfc  HORSE 


Beware,  my  friend,  my  name  is  King  Heroin, 
Known  to  all  as  the  destroyer  of  men! 

Where  first  I was  born,  no  one  knows— 

But  I come  from  the  land  where  the  poppy  grows. 

Oh,  the  Fuzz  try  to  take  you  from  under  my  wing, 
They  dace  to  defy  me— I who  am  King! 

I'm  a world  of  power  and  you'll  know  it  too, 

Use  me  once  and  you  will  know  this  is  true. 

I entered  the  country  without  a passport, 

Then  ever  since  I've  been  hunted  and  sought 
By  addicts  and  pushers  and  plain  clothes  Dicks 
But  mostly  by  junkies  who  wanted  a fix. 


Mr  Wayne  is  a young  reformed  heroin  addict  who  is  currently  serving  a sentence 
in  an  Ontario  penal  institution. 
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My  little  white  grains  are  nothing  but  waste, 

I'm  soft  and  deadly,  so  bitter  to  taste. 

I'll  cause  a good  husband  to  cast  out  his  wife, 

And  send  greedy  pushers  to  prison  for  life. 

I'm  King  of  Crime,  and  Prince  of  Corruption, 

I lead  countless  young  folk  to  death  and  destruction. 
Though  not  a just  King,  nor  God  to  behold, 

I'm  treasured  by  some  more  than  diamonds  or  gold. 

If  you  wish  to  hear  more  of  the  things  I can  do, 

Of  the  men  I've  delighted  and  women  I've  slew: 

Then  think  of  the  many  who  jumped  out  in  the  deep 
After  long  nights  of  tossing  about  without  sleep. 

You'll  be  hot,  then  cold,  you'll  vomit  and  cough, 

After  ten  days  of  madness,  you  might  throw  it  off! 

I'll  make  a man  shabby  that  once  dressed  so  nice, 

And  all  those  who  use  me  will  go  down  in  vice; 

I'll  control  your  mind  and  addle  your  brain 

With  a full  course  of  torment— first  pleasure— then  pain. 

You'll  curse  my  name  and  down  me  in  speech 
But  you'd  pick  me  up  again  if  I were  in  reach! 

And  nights  when  you  lie  bemoaning  your  fate 
You  know  I'll  be  waiting,  just  outside  the  gate. 

I gave  you  a warning,  you  didn't  take  heed; 

Instead  you  have  chosen  to  ride  my  steed. 

Put  your  foot  in  the  stirrup  and  ride  me  well 
For  the  White  Horse  of  Heroin  will  ride  you  to  hell! 
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by  Alan  Ogborne 

Halfway  houses  are  increasingly  coming  to  be  regarded  as  valuable  in 
the  care  and  rehabilitation  of  people  with  a wide  range  of  problems. 
Currently,  halfway  houses  exist  for  the  mentally  and  physically  han- 
dicapped, former  prisoners,  juvenile  delinquents,  alcoholics,  other  drug 
addicts,  unmarried  mothers,  the  homeless,  and  the  aged. 

The  aims  and  operations  of  halfway  houses  vary  considerably  depend- 
ing upon  the  clients  they  serve  and  the  beliefs  of  their  staff.  Thus, 


Dr  Ogborne  is  a scientist  in  the  department  of  evaluation  studies  at  the  Addiction 
Research  Foundation. 
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while  all  halfway  house  staff  seem  to  want  to  provide  their  residents 
with  a homelike  environment,  some  houses  also  provide  formal  or 
semi-formal  therapeutic  activities  such  as  counseling  or  group  therapy. 
There  are  also  a few  that  offer  highly  structured  therapeutic  programs. 

A Good  Thing  but. . . 

Until  recently,  the  question  of  scientifically  evaluating  halfway  houses 
did  not  arise.  A largely  indifferent  public  seemed  to  accept  that  halfway 
houses  were  a ‘good  thing’  provided  they  were  on  someone  else’s 
street,  lived  at  peace  with  their  neighbors,  didn’t  cost  the  taxpayer,  and 
didn’t  obviously  exploit  or  harm  their  residents.  Increasingly  however, 
now  that  halfway  houses  are  attracting  public  funds  and  being  con- 
sidered in  the  overall  planning  of  social  services,  questions  of  accoun- 
tability and  evaluation  are  beginning  to  be  asked.  It  is  my  belief  that  if 
halfway  houses  are  to  survive,  they  must  make  real  efforts  to  provide 
answers  to  these  questions.  Unless  we  are  able  to  obtain  a reliable  ac- 
count of  the  proper  role  of  halfway  houses  in  the  total  range  of  caring 
programs,  public  support  for  these  houses  will  not  be  forthcoming  or 
guaranteed. 

Anxieties  about  Evaluation 

Most  halfway  house  operators  seem  to  agree  with  the  need  for  evalua- 
tion yet  many  remain  anxious  about  its  implications.  Some  staff  are 
concerned  that  evaluation  will  impinge  upon  traditional  freedoms  and 
impose  bureaucratic  constraints  that  would  eventually  turn  halfway 
houses  into  impersonal  institutions  of  the  type  that  the  houses  seek  to 
replace.  Other  anxieties  relate  to  the  possibility  that  evaluation  would 
show  halfway  houses  to  be  ineffective,  and  thus  lead  to  their  disap- 
pearance. A few  staff  question  the  possibility  of  useful  evaluation  given 
the  problems  of  ascertaining  reliable  and  valid  information  on  their 
clients’  progress. 

The  basis  for  these  anxieties  is  understandable  and  it  would  be  foolish 
to  deny  that  evaluation  might  show  houses  to  be  ineffective.  Evalua- 
tion does  not,  however,  proceed  from  the  desire  to  undermine  pro- 
grams or  to  question  the  integrity  of  their  staff;  rather,  evaluation 
strives  for  a clarification  of  the  contributions  (both  positive  and  nega- 
tive) of  programs  to  the  solution  of  problems  at  issue. 

Assuming  the  results  of  evaluation  show  that  the  programs  concerned 
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contribute  something,  then  the  results  should  be  used  to  strengthen 
the  positive  aspects  of  programs,  and  not  simply  be  used  to  criticize 
programs  for  the  weakness  which  may  be  exposed.  Just  what  factors 
I are  conducive  to  good  quality,  relevant  evaluation,  I will  consider 
below.  But,  for  the  moment,  I wish  to  consider  some  additional  charac- 
I teristics  of  evaluation  research. 

Pre-supposing  Some  Change 

Evaluation  research  involves  the  systematic  attempt  to  assess  the  rela- 
tive value  of  activities  in  question.  Here  I shall  mainly  be  concerned 
with  what  some  term  outcome  evaluation  and  specifically  with  the 
evaluation  of  the  impact  of  particular  experiences  (e.g.  residency  in  a 
I halfway  house)  on  those  involved.  Thus,  evaluation  of  halfway  houses 
addresses  itself  to  the  question  of  the  extent  to  which  such  houses 
achieve  their  plans  for  their  clients.  In  addition,  such  evaluation  is  con- 
cerned with  how  far  changes  in  clients  or  their  situations  can  be 
directly  attributable  to  their  residency  in  a house,  as  opposed  to  other 
influences  or  to  natural  improvements  or  other  changes  in  their  condi- 
tion. 

I Evaluation,  of  course,  pre-supposes  that  some  change  should  be  detec- 
| table  in  an  individual  and  that  such  changes  could  reasonably  be  ex- 


pected  to  be  produced  by  the  house  in  question.  The  validity  of  these 
suppositions  should  become  apparent  whenever  the  question  of 
evaluation  comes  up,  for  no  evaluation  should  proceed  without  a clear 
idea  of  the  goals  of  the  program  to  be  evaluated.  Clearly,  it  would  be 
•foolish  to  evaluate  in  terms  of  goals  which  were  neither  strived  for  nor 
could  possibly  be  reached  with  the  methods  and  resources  available. 
One  would  not  evaluate  a lecture  on  alcoholism  in  terms  of  changes  in 
alcohol-related  road  accidents  nor  would  it  be  fair  to  judge  a halfway  | 
house  for  the  mentally  retarded  in  terms  of  its  impact  on  public  at-  > 
titudes  to  retardation.  Clarification  of  goals  and  the  aligning  of  goals, 
resources,  and  methods  should  then  be  the  first  step  in  any  evaluation 
exercise.  Such  clarifications  and  alignments  have  been  found  to  be 
very  useful  to  program  staff  and  such  benefits  increase  as  evaluation 
proceeds. 

Starting  Point  for  the  Future 

The  importance  of  this  pre-evaluation  work  should  not  be  underesti- 
mated. During  this  phase,  the  logic  of  the  program  should  be  carefully 
considered.  Why,  one  must  ask,  should  a stay  at  the  house  in  question 
make  any  difference  to  the  potential  clients?  Is  there  any  theoretical  or 
empirical  evidence  to  suggest  that  the  problems  of  potential  clients  will 
be  reduced  or  eliminated  by  inviting  them  to  a halfway,  house?  Is  it 
possible  that  some  clients  would  be  made  worse  by  going  to  such  a 
house?  Such  questions  may  have  been  convincingly  answered  by 
house  staff  long  before  any  researcher  arrives  on  the  scene,  but  if  this 
is  not  the  case,  formal  evaluation  should  not  proceed  without  address- 
ing these  issues.  There  is  no  point  in  conducting  an  expensive  evalua- 
tion study  of  a program  that  common  sense  could  show  had  no  chance 
of  succeeding.  This  would  be  like  conducting  speed  tests  on  a car  whose 
engine  was  not  connected  to  its  wheels. 

Studies  of  the  aims  and  operations  of  programs  are  sometimes  referred 
to  as  process  evaluations,  in  contrast  with  outcome  evaluations  of  the 
type  discussed  here.  It  is  doubtful,  however,  that  such  distinctions  are 
useful  since  good  outcome  evaluation  must  be  proceeded  by  some  ex- 
amination of,  and  clarification  of,  the  processes  to  be  evaluated. 
Further,  evaluation  does  not  stop  with  the  production  of  a report.  The 
report  should  then  be  used  as  a starting  point  for  further  program 
development.  More  useful  distinctions  between  different  types  of 
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evaluation  are  based  upon  the  types  of  outcome  criteria  used  and  the 
overall  research  design. 

Multiple  Outcome  Criteria 

Some  halfway  house  operators  are  suspicious  of  outcome  research. 
Typically,  such  people  value  the  freedom  of  their  clients  to  use  their 
houses  as  they  (the  clients)  see  fit,  and  thus  almost  any  outcome  is 
worthwhile.  The  drug  addict  who  relapses  after  six  months  of  absti- 
nence in  a halfway  house  is  regarded  as  a partial  success  because  he  at 
least  experienced  the  possibility  of  a drug  free  life.  Letters  from  im- 
prisoned former  residents  are  embraced  as  showing  that  meaningful 
contact  was  established  during  residency.  The  client  who  leaves  after  a 
few  days  and  returns  immediately  to  his  old  ways  is  commended  for  at 
least  having  made  the  effort.  The  low  cost  of  keeping  a man  in  a half- 
way house  is  cited  as  evidence  of  the  house’s  superiority  to  jail. 

Evaluation  must  respect  such  a view.  There  is  no  reason  why  those 
engaged  in  evaluation  should  not  consider  multiple  outcome  criteria 
when  assessing  a particular  project.  It  is,  however,  important  that  all  the 
criteria  to  be  examined  flow  from  the  stated  goals  of  the  program,  and 
that  these  criteria  are  stated  in  advance  of  the  research.  It  would  be 
unethical  for  program  staff  to  invent  new  goals  and  success  criteria  to 
justify  a program  when  evaluation  shows  that  its  original  goals  were  not 
met.  This  happened  to  a colleague  who,  when  he  found  that  a program 
designed  to  rehabilitate  ex-prisoners  was  not  particularly  successful, 
was  told  that  this  didn’t  really  matter  because  the  program  had  at- 
tracted 1,000  visitors  and  was  thus  very  successful  as  a public  education 
venture!  There  would,  however,  be  no  reason  why  a program  should 
not  publicly  revise  its  aims  in  the  light  of  evaluation  results. 


An  Ideal  Fusion 

One  problem  that  an  evaluation  researcher  encounters  in  the  halfway 
house  field  is  that  program  staff  often  say  that,  since  everyone  is  an  in- 
dividual, no  outcome  criteria  should  universally  be  applied.  My  answer 
to  this  position  is  to  point  out  that  evaluation  can  be  individually  geared 
and  the  progress  of  individual  clients  can  be  assessed  in  terms  of  their 
own  goals.  Some  houses  do,  in  fact,  use  individual  goal-setting 
strategies  for  their  clients.  The  evaluation  of  such  programs  should 
ideally  examine  both  general  and  specific  outcome  criteria.  Houses 
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using  individualized  goal  setting  and  regular  case  reviews  do,  in  fact,  | 
come  closest  to  one  ideal  fusion  of  good  program  practice  and  evalua- 
tion research.  In  such  houses,  both  staff  and  clients  regularly  re-ap- 
praise  client  needs  and  progress  and  re-examine  (research)  new  means 
. of  goal  attainment.  Such  houses  have  nothing  to  fear  from  evaluation,  ;< 
for  it  is  part  of  their  everyday  activity. 

Case  for  Objective  Experts 

The  need  for  evaluation  of  a particular  house  may  or  may  not  be  felt  by  1 
its  staff  and  management.  Sometimes  staff  have  independent  evalua- 
tion imposed  from  outside,  sometimes  they  approach  a research  agency 
with  a request  for  independent  evaluation,  or  the  house  staff  may 
decide  to  do  their  own  evaluation  research.  Just  how  important  is  it  for  ; 
an  independent  research  agency  to  be  involved  in  program  evaluation?  : 

Apart  from  suspicions  that  house  staff  might  be  inclined  to  misrepre- 
sent their  research  in  the  program’s  favor,  the  answer  to  this  question 
depends  upon  the  resources  available  within  the  program  in  question. 

In  most  cases,  such  resources  will  not  be  sufficient  to  conduct  full  scale 
evaluation  using  control  or  comparison  groups.  For  this  reason  alone,  i 
it  would  be  unreasonable  to  expect  house  staff  to  assess  the  value  of 
their  program  in  relation  to  other  houses  or  other  facilities  available  to 
their  clients.  Comparative  evaluation  will,  then,  invariably  require  the 
services  of  some  specialist  research  agency. 

This  does  not,  however,  mean  that  house  staff  could  not  undertake  j 
their  own  program  monitoring  nor  engage  in  research  relevant  to  the 
development  of  their  own  program.  Self-evaluation  (with  perhaps 
some  outside  help)  should  be  a feature  of  any  program  which  aims  to 
do  its  best  for  its  clients.  The  kinds  of  information  collected  for  self- 
evaluation— e.g.  client  face  sheet,  daily  logs,  length  of  stay  and  dis-  j 
charge  data,  and  perhaps  some  follow-up— would  form  the  basis  of  any 
comparative  analysis.  In  an  ideal  world,  program  staff  could  play  a sig-  ^ 
nificant  role  in  program  evaluation  and  would  routinely  collect  much 
of  the  information  required  for  comparative  studies.  Minimal  disrup- 
tion would,  therefore,  be  required  for  full  evaluation  of  programs. 

Variety  of  Research  Designs 

Having  decided  to  evaluate  a given  halfway  house,  defined  its  aims, 
specified  reasonable  outcomes,  and  decided  how  they  might  be 
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measured  (no  mean  achievements),  there  is  a variety  of  possible 
research  designs.  Choice  of  one  will  be  partly  affected  by  the  nature  of 
the  house  and  its  clients  but  will  be  largely  determined  by  the 
resources  available  for  research. 

The  goal  of  the  evaluation  should  be  to  determine,  as  far  as  possible, 
the  short  and/or  long-term  impact  of  the  halfway  house  experience  on 
those  admitted.  The  achievement  of  this  goal  will  not  only  require  in- 
formation on  those  who  went  to  the  house  and  on  the  various  out- 
comes of  their  residency  but  it  will  also  require  information  as  to  the 
likely  status  of  these  individuals  had  they  not  been  admitted  to  the 
house  in  question.  In  other  words,  evaluation  (since  it  concerns  the 
! relative  value  of  activities)  requires  information  on  a control  or  a com- 
parison group  of  clients  who  would  potentially  be  eligible  for  admission 
! to  the  halfway  house  yet  who,  for  various  reasons,  did  not  gain  admis- 
sion. The  search  for  adequate  control  groups  can  considerably  stretch 
the  imagination  and  the  resources  of  researchers.  There  are  times 


59 


when  they  have  to  admit  their  efforts  do  not  establish  the  relative  value 
of  programs  in  question,  since  no  comparative  data  can  be  collected. 

While  this  is  not  the  place  to  go  into  details  of  the  methods  used  by 
evaluation  researchers,  a brief  look  at  various  solutions  to  the  problem 
of  control  groups  seems  appropriate  at  this  stage. 

Ideal  Control  Group 

The  researchers  ideal  control  group  would  be  made  up  of  potential 
house  clients  who  were  not  selected  for  admission  by  some  random 
selection  procedure.  It  is  arguable  that  any  other  control  groups  would 
be  inadequate  since  they  would  not  be  comparable  with  the  experi- 
mental group  in  terms  of  motivation  for  residency.  Ideally,  then,  the 
clients  of  a house  which  is  the  subject  of  an  evaluation  project  would 
be  randomly  assigned  to  it  from  a pool  of  eligible  clients  whose  motiva- 
tion for  admission,  while  not  always  being  equal,  would  be  generally  at 
a sufficient  level  to  ensure  that  the  majority  of  those  offered  a place 
would  take  it  up. 

Those  familiar  with  halfway  houses  will  object  that  this  is  far  from 
reality.  Appropriate  motivation  is  generally  regarded  as  a prerequisite 
for  client  entry  and  no  small  part  of  the  work  of  the  staff  of  some 
houses  is  devoted  to  persuading  potential  clients  to  stay.  In  the  fields  of 
prison  after-care,  alcoholism,  and  other  drug  dependence  at  least,  it  is 
rare  to  find  a house  which  operates  at  full  capacity. 

Such  a situation  will  inevitably  be  discussed  in  any  evaluation  report 
but  it  does  not  preclude  a control  group  study  provided  the  numbers  of 
clients  who  do  enter  the  house  is  sufficient  to  allow  for  statistical 
analysis  and  that  recruitment  is  sufficiently  rapid  to  allow  the  study  to 
be  conducted  in  a reasonable  time  period.  (If  this  is  not  the  case  then 
the  need  for  the  house  could  be  seriously  questioned). 

An  evaluation  design  using  control  groups  requires  a good  deal  of 
organization  and  cooperation  with  the  house  in  question.  It  demands 
that  the  researchers  be  brought  into  the  discussion  from  the  start  and 
that  they  have  considerable  responsibility  for  and  even  control  over 
client  selection.  House  staff  must,  within  limits  and  for  the  period  of 
research,  be  prepared  to  accept  all  clients  sent  to  them.  If  certain  types 
are  quickly  rejected  this  would  not  lead  to  the  re-design  of  the  study 
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but  be  taken  as  a result  to  be  considered  when  the  research  has  been 
completed  and  the  house’s  future  is  discussed. 

Researcher  Input 

When  the  house  deals  with  clients  whose  ‘natural’  progress  is  well  es- 
tablished, the  need  for  controls  is  lessened,  although  without  them,  the 
house  potency  will  always  remain  partly  in  doubt.  Thus,  if  it  were  well 
established  (and  it  is  not)  that  90%  of  addicts  discharged  from  hospital 
would  relapse  to  drugs  within  six  months,  then  a house  which  kept  40% 
of  its  clients  drug  free  for  two  years  could  be  said  to  do  well— except 
that  it  might  be  that  60%  of  its  clients  are  drawn  from  the  10%  who 
would  not  normally  be  expected  to  relapse.  It  is  possible  to  match  the 
successful  house  residents  with  other  hospital  discharges  to  see  if  the 
house  does  select  in  favor  of  abstinence,  but  this  matching  becomes 
difficult  if  more  than  a few  variables  are  used  and  it  becomes  impossi- 
ble if  subtle  motivational  factors  are  considered. 

In  general,  then,  houses  which  are  set  up  as  serious,  evaluable  experi- 
ments— although,  unfortunately,  most  are  not— should  be  organized  in 
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such  a way  as  to  accept  a random  allocation  of  suitable  clients.  The 
management  of  control  clients  would  ideally  be  a matter  over  which 
researchers  had  some  say  and,  rather  than  denying  them  any  help,  one 
might  set  up  some  viable  alternative  program  with  which  to  compare 
. the  halfway  house  (e.g.  daycare  or  outpatient  counseling).  If  this  is  not 
possible  then  the  evaluation  of  a particular  house  would  be  limited  to 
comparing  its  potency  over  and  against  other  influences  to  which  its 
clients  would  be  otherwise  exposed  (family,  friends,  or  enrollment  in 
other  programs). 

Match-making  Difficulties 

Usually  in  halfway  house  evaluation,  researchers  have  no  say  in  either 
who  goes  into  the  houses  or  in  what  happens  to  those  who  are  not  ad- 
mitted. This  means  that  researchers  have  to  be  content  to  match  clients 
of  the  houses  in  question  with  others  whose  progress  within  (or  with- 
out) alternative  facilities  can  likewise  be  charted.  As  previously  men- 
tioned, matching  is  usually  only  possible  on  a few  characteristics  and 
often  one  must  be  content  with  group  matching;- that  is,  matching 
one’s  sample  with  a group  of  people  with  the  same  problems  and  of  the 
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same  average  age,  sex,  and  social  class  composition.  Increasingly,  as 
more  good  research  is  published,  the  prospects  of  finding  reasonable 
comparison  samples  is  increasing.  At  best,  however,  the  use  of  match- 
ing in  evaluation  research  leaves  much  to  be  desired  and  researchers 
should  always  aim  for  random  assignments. 

When  no  control  or  comparison  groups  can  be  found  or  set  up,  then 
one  must  be  content  with  comparing  clients  before  and  after  their  ex- 
periences in  the  halfway  house.  A major  problem  with  such  a design  is 
that  one  would  not  know  how  far  any  changes  could  in  fact  be  at- 
tributed to  the  halfway  house  experience,  for  such  changes  might  oc- 
cur naturally  or  be  brought  about  by  external  events.  Dramatic  changes 
in  previously  reticent  clients  would,  however,  suggest  that  something 
important  was  happening  within  the  house  in  question. 

Potential  but  Unnecessary  Conflict 

It  would  be  myopic  to  deny  there  are  many  sources  of  potential  conflict 
between  program  operators  and  evaluation  researchers.  When  the 
issue  of  funding  is  at  stake,  such  conflicts  may  be  acute.  And  it  must  be 
conceded  that  research  may  show  there  is  no  need  for  the  programs 
investigated.  Given  this  possibility,  it  is  my  belief  that  program  staff 
should  be  appointed  as  experimenters  who  work  with  researchers  to 
determine  the  value  of  potential  programs.  Such  staff  would  not  then 
be  blamed  if  results  did  not  turn  out  as  well  as  hoped  nor  would  they  be 
embarrassed  by  their  previous  claims  of  success  or  trapped  in  jobs 
which  were  threatened  with  extinction.  Sadly,  this  is  rarely  the  case.  If 
it  were  there  would  be  far  more  scope  for  researchers  and  practitioners 
to  work  happily  together.  When  evaluation  is  approached  within  the 
perspective  of  wanting  to  learn  more  about  how  a program  is  operating 
and  how  it  can  be  improved,  the  process  of  evaluation  can  be  rewarding 
and  useful.  Evaluation  research  is,  however,  less  of  a joy  when  it  is 
viewed  simply  as  a threat  or  as  a means  of  proving  that  one  runs  the 
best  house  in  town.  If  research  is  done  simply  to  prove  oneself  right, 
then  one  may  well  be  disappointed.  A good  researcher  will,  in  fact,  al- 
ways try  to  prove  himself  wrong  and  seek  information  which  would 
invalidate  his  hypothesis.  Is  it  unreasonable  to  expect  this  scientific  in- 
tegrity from  the  caring  professions? 

Researchers  are  not,  however,  always  the  most  sensitive  of  people,  and 
in  any  healthy  working  relationship  it  is  incumbent  upon  program  staff 
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to  make  researchers  aware  of  their  blind  spots.  Research  into  care  giv- 
ing programs  involves  probing  into  deeply  sensitive  areas  of  human 
affairs  and  is  not  just  a question  of  compiling  statistics.  It  does  everyone 
good  to  be  regularly  reminded  that  we  are  dealing  with  human  beings. 

Evaluating  Evaluation 

Whilst  one  rarely  encounters  the  belief  that  evaluation  per  se  is  a bad 
thing,  there  are  many  who  feel  that  some  evaluation  studies  are  less 
than  ideal.  Such  feelings  are  justified.  Some  evaluation  studies  leave 
much  to  be  desired.  How  then  is  good  evaluation  research  to  be  recog- 
nized, particularly  in  the  field  of  halfway  houses? 

Evaluation  research,  like  any  other  research,  is  primarily  an  exercise  in 
science.  The  researcher  aims  to  construct  reliable,  valid  measures  of 
the  phenomena  in  question  and  to  determine,  as  precisely  as  possible, 
how  far  changes  in  these  phenomena  can  be  explained  by  the  opera- 
tions of  the  program  in  question.  In  many  ways,  it  is  unreasonable  to 
expect  the  layman  to  assess  the  scientific  competence  of  a particular 
evaluation  exercise— even  the  best  scientists  make  mistakes.  It  should, 
however,  be  possible  for  any  researcher  in  the  halfway  house  field  to 
fully  explain  his/her  intentions  to  program  staff  and  to  give  staff  an  op- 
portunity to  comment  on  and  criticize  the  design.  Scientific  research 
does  not  have  to  be  discussed  in  esoteric  language  and  halfway  house 
staff  would  be  well  advised  to  favor  the  plain  speaking  researcher  over 
the  one  who  speaks  jargon. 

The  relevance  of  the  questions  posed  by  an  evaluation  researcher 
should  also  be  clear  to  program  operators.  Should  the  research  seem  to 
be  addressing  issues  which  are  foreign  to  the  program,  this  should  be 
pointed  out.  Evaluation  research  should  consider  outcomes  appropriate 
to  program  goals,  and  as  such,  the  early  stages  in  evaluation  where  goals 
are  clarified  should  be  given  due  attention. 

Maximal  Outcomes 

Whether  anything  comes  of  the  evaluation  depends  on  the  willingness 
of  researchers  to  sit  down  with  staff  to  discuss  the  research  implications 
and  the  willingness  of  staff  to  consider  making  the  kinds  of  changes  the 
research  indicates.  The  worst  outcome  of  evaluation  is  production  of  a 
report  nobody  reads  or  the  listing  of  recommendations  nobody  imple- 


64 


ments.  If  such  an  outcome  can  be  foreseen  at  the  start,  it  would  be  bet- 
ter never  to  start  in  on  any  evaluation  research.  The  best  outcomes  of 
research  include:  satisfaction  to  the  researcher  for  having  done  a good 
job;  a publishable  report— to  tell  others  about  what  waisdone  and  what 
was  found;  good  feelings  among  program  staff  who  should  have  a 
clearer  idea  of  where  they  want  to  go  and  how  to  get  there;  and  most 
important,  an  improved  service  to  program  clients.  When  researchers 
and  program  staff  are  prepared  to  come  to  grips  with  their  respective 
needs  and  interests,  the  chances  of  achieving  such  positive  outcomes 
will  be  maximized. 


65 


C-  \UL 


^SVENSKA  FRUKTF# 

U-  P' 


mi-' 

ivddvUj  md 
tvddj  'mkivv 

by  Dick  Brown 


Pastrami  sandwiches  ought  to  have  a sharp,  spicy  edge  to  them,  and 
there  should  be  enough  fat  in  the  pastrami  to  make  them  good  and 
moist,  and  you  should  use  rye  bread  spread  with  just  a shade  of  mild 
mustard,  and  you  ought  to  eat  them  with  dill  pickles  and  hot  banana 
peppers,  and,  most  important— in  fact,  it’s  absolutely  essential  —you 
should  wash  them  down  with  long  gulps  of  chilled  beer. 

As  the  epicures  put  it,  there  is  a perfect  marriage  of  flavors:  pork  hocks 
and  sauerkraut  with  beer;  a delicate  piece  of  sole,  lightly  cooked  accom- 
panied by  a dry,  white  wine.  Marvellous,  except — Except  that,  if  you 
have  ever  run  into  a booze  problem,  if  you  have  had  to  give  up  alcohol, 
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you’ve  also  had  to  pass  up  all  those  joyous  sensations  of  the  palate.  It 
was  pastrami  and  bring  me  a Tab.  It  was  vichy  water  with  the  sole  (and 
a twist  of  lemon  in  the  glass  for  old  time’s  sake). 

Now,  for  all  the  non-drinkers,  those  classic  taste  combinations  are  here 
again.  There  are  wines  you  can  drink,  and  beers,  too.  They  contain  only 
traces  of  alcohol,  not  enough  to  give  you  a buzz  (not  enough  for  a mood 
change,  as  doctors  often  put  it)  even  if  you  were  to  knock  back  a barrel 
of  the  stuff. 

They’ve  been  around  for  a couple  of  years  but  now  they  are  beginning 
to  catch  on  across  a broad  market  (although,  as  I’ll  explain  in  a mo- 
ment, it  hasn’t  been  easy  for  some  of  their  backers). 

First,  I have  to  reveal  my  bias.  I gave  up  alcohol  myself  a little  over  four 
years  ago,  at  the  age  of  39,  after  I’d  run  into  trouble.  And  I don’t  mean 
some  kind  of  nagging  drinking  problem.  I mean  I was  really  into  the 
juice.  Since  then,  not  a drop. 

One  of  the  things  big  drinkers  do  is  rationalize;  they  find  a million 
reasons  why  they  drink  so  much:  “My  wife  doesn’t  understand  me. . .if 

only  she’d  learn  to  speak  German ” And  they  find  another  million 

reasons  why  they  can  never  give  up  alcohol,  including— many  will  in- 
sist—the  fact  that  they  just  can’t  face  a life  stretching  away  out  there 
ahead  of  them,  with  no  wines,  ever  again. 

Mind  you,  when  they  do  get  a wine  they  down  maybe  two  large  bottles 
of  it  with  their  dinner  and  they  end  up  so  schnozzled  that  they  couldn’t 
tell  you  whether  they  were  drinking  red  or  white  (and  sometimes  the 
wine  they  drink  is  so  crumby  that  it’s  a challenging  distinction  to 
make).  But  never  mind  all  that.  They  still  tell  you  how  they  could  give 
up  alcohol  tomorrow  if  only  they  could  have  a glass  of  Chablis  every 
once  in  a while  to  go  along  with  a nice  piece  of  fish. 

It’s  easy  to  scoff  at  the  guy  who’s  smashed  right  out  of  his  mind  and  in- 
sists that  he  drinks  only  for  the  taste  of  a fine  French  wine;  but,  I can 
tell  you  that  for  the  person  who  can’t  have  wine  with  dinner  or  beer 
with  a sandwich,  total  abstinence  really  does  become  a first  class  pain. 

What  can  you  drink?  Coke  with  your  rare  roast  beef?  A gingerale 
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before  dinner  while  friends  plod  through  a couple  of  sociable  high- 
balls? I have  nothing  against  gingerale  but  it’s  a sweet  and  sickly  start 
for  a venture  into  haute  cuisine— or  even  a plate  of  liver  and  bacon. 
And  all  that  coffee,  coffee,  coffee! 


The  new  non-alcoholic  wines  and  beers  (I’m  going  to  use  the  phrase, 
“non-alcoholic,”  because,  as  I’ve  said,  there’s  only  a trace  of  alcohol  — 
0.5%  in  the  case  of  the  wines,  0.3%  in  the  case  of  Cardinal  Moussy  beer) 
are  really  very  important,  for  a couple  of  reasons.  First,  they  remove  a 
widespread  excuse  that  a surprising  number  of  alcoholics  lean  on  as  the 
basis  for  continued  drinking;  and,  second,  they’re  an  extraordinarily 
welcome  amenity  for  non-drinkers. 

The  two  largest-selling  beers  are  Birell  and  Cardinal  Moussy  and  both 
are  imported  from  Switzerland  where  they’ve  been  popular  for  years. 
They  differ  slightly  in  the  way  they’re  made  — Birell  is  brewed,  straight 
off,  into  a non-alcoholic  beer;  Cardinal  Moussy  is  First  made  into  an  or- 
dinary beer,  then  the  alcohol  is  removed.  In  my  opinion,  both  are  ex- 
cellent; both  taste  very  much  like  any  good  lager.  My  wife  has  picked 
up  my  non-alcoholic  beer  by  mistake  and  not  noticed  the  difference 
between  it  and  her  ordinary  beer. 

The  wines  are  made  in  Germany  by  a man  named  Carl  Jung  who  has 
vineyards  along  the  Rhine.  He  produces  a red,  a still  white,  and  a spar- 
kling white.  With  all  of  them,  he  begins  with  a regular  wine,  in  which 
the  grapes  are  fermented  in  the  natural  way,  then  he  removes  the 
alcohol  by  heating  the  wine,  in  a vacuum,  to  85  degrees  Fahrenheit. 
The  best  is  probably  the  sparkling  white,  which  is  similar  to  a .dry 
champagne.  The  still  white  is  a little  sweetish  for  my  taste,  but  it’s  a 
long  way  from  one  of  those  pseudo-wines  which  come  across  as  a sort 
of  sticky  grape  juice,  a tired  soft  drink  gone  flat.  The  still  white  is  quite 
passable,  though  I much  prefer  the  sparkling  because  it’s  drier.  The 
red,  which  is  a still  wine,  is  sweeter  than  a dry  French  red  but  it’s  not 
overly  sweet,  and  certainly  it  doesn’t  have  the  sugary  assault  on  you 
that  I used  to  Find  in  the  Canadian  wines  I tried.  My  own  opinion  is  that 
the  Carl  Jung  wines  are  much  superior  in  taste  to  most  Canadian  wines. 


The  people  who  bring  the  Carl  Jung  wines  into  Canada  claim  the  red, 
for  example,  would  compare  to  the  medium  range  of  European  wines 
in  quality,  if  it  were  not  de-alcoholized.  This  is  one  of  the  reasons,  they 
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In  Sweden,  where  there  is  an  extremely  high  incidence  of  alcoholism,  the 
government  is  now  actively  promoting  non-alcoholic  beverages,  including 
fruit  juices,  in  its  liquor  outlets.  Posters,  such  as  this  one  which  proclaims 
“the  driver  wants  alcohol-free  drinks,”  are  used  to  get  the  message  across 


claim,  that  the  wines  are  not  cheap.  The  red  and  the  still  white  go  for 
about  $2.85;  the  sparkling  white  sells  for  $3.95.  The  beers,  which  are 
imported  by  two  firms  in  Toronto,  sell  at  roughly  35  to  65  cents  (de- 
pending on  the  store)  for  a bottle  that’s  close  to  12  ounces.  Two  things 
add  to  the  price  of  the  beer:  the  extra  processes  involved  in  brewing 
them  and  the  fact  they  are  imported.  You  can  buy  all  of  them,  beers 
and  wines,  in  delicatessens  and  sometimes  you  can  order  them  at 
restaurants,  particularly  those  that  don’t  have  licenses  to  sell  alcoholic 
drinks. 

When  you  consider  what  these  non-alcoholic  drinks  do  to  help  an 
alcoholic  stay  away  from  booze,  you  might  think  that  governments 
would  have  been  falling  all  over  themselves  to  help  spread  the  good 
word  about  them  and  to  make  things  easy  for  their  entry  into  Canada. 
But  on  hearing  how  tough  things  have  been  for  the  man  who  imports 
the  wines,  you  wonder  if  perhaps  he  is  right  when  he  suggests  that,  in  a 
sense,  some  liquor  boards  may  simply  be  “pandering  to  addiction.” 

The  man  is  John  McEachran,  a 48-year-old  lawyer,  in  Sarnia,  who  gave 
up  drinking  himself  five  years  ago  for  health  reasons.  He’s  an  out- 
spoken man  with  strong  opinions.  One  afternoon,  he  sat  in  a sunroom 
at  his  home,  which  overlooks  Lake  Huron,  and  sipped  iced  tea  and 
talked  about  the  incredible  maze  that  he  was  worked  through  — 
is  still  trying  to  work  through  — in  connection  with  the  wines. 

Four  years  ago  he  was  in  Stockholm  where  his  sister  was  teaching  at  a 
university,  and  he  took  her  and  a group  of  friends  out  to  dinner  at  a 
classy  little  restaurant  where  everybody  ordered  one  of  the  specialties, 
reindeer  steak.  “And  would  you  like  some  wine?”  the  steward  asked. 

“Yes,  thank  you,  definitely,”  said  McEachran,  thinking  of  his  guests. 

“Will  that  be  alcoholic  or  non-alcoholic?”  the  steward  asked. 

McEachran  didn’t  know  what  it  was  all  about.  His  sister  explained  that 
in  Sweden  — in  fact  pretty  generally  across  Europe  — you  can  buy  non- 
alcoholic wines.  So  he  ordered  some  ordinary  wine  for  his  guests  and  he 
asked  for  a bottle  of  non-alcoholic  red  for  himself.  And  he  was 
surprised,  he  says,  at  how  good  it  was. . .not  just  another  one  of  those 
grape  juices  with  a scrollish  label. 
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During  the  rest  of  his  stay  in  Sweden  oyer  the  next  two  or  tnree  days, 
he  dined  in  restaurants  several  times  ana  all  of  them  offered  the  non- 
alcoholic wine,  in  red  and  in  white,  in  26-ounce  bottle^  and  in  12- 
ounce  bottles.  “It’s  a condition  of  your  license  in  Swede^i,”  he  says, 

. “that  you  have  available  sophisticated  alternatives  to  alcohol.  And  their 
alternatives  are  not  slapping  a can  of  Coca-Cola  in  front  of  you.  That’s 
the  only  way  that  this  thing  will  ever  give  the  non-drinker  a chance. 
They’re  probably  10  years  ahead  in  Sweden  in  experiments  in  dealing 
with  alcoholism.  (Sweden  has  an  extremely  high  incidence  of  alcohol- 
ism.) They  keep  the  price  of  regular  wines— European  wines— very 
low  and  this  cuts  down  the  consumption  of  spirits.  They  push  non- 
alcoholic drinks  in  their  government  liquor  outlets,  not  just  non- 
alcoholic wine—  which  they  call  the  driver’s  wine—  but  all  sorts  of  non- 
alcoholic drinks,  including  fruit  juices. 

“I’d  never  seen  the  non-alcoholic  wines  in  Canada  but  I just  assumed 
that,  when  I got  home,  I’d  find  them  in  the  specialty  shops.  It  was  so 
commonplace  over  there;  I didn’t  think  we  were  that  far  behind 
here. . .in  anything.  But  I couldn’t  find  them.  I looked  around  every- 
where, in  independent  supermarkets,  in  delicatessens.  I had  a Carl 
Jung  label  and  I showed  it  to  store  managers  and  I waited  several  weeks 
while  they  checked  back  with  their  suppliers.  And  I cheeked  with  dis- 
tributors in  Toronto.  A lot  of  people  thought  I was  crazy.” 

In  the  end,  McEachran  decided  he’d  simply  write  to  Carl  Jung,  Jr,  at 
Rudesheim  AM  Rhein  in  Germany  and  get  the  name  of  the  Canadian 
distributor.  Back  came  the  word,  from  Carl  Jung  himself,  that  he  was 
sorry  but  he’d  been  trying  for  20  years  to  get  into  North  American 
markets  and  he’d  been  blocked  every  time  by  federal  laws,  in  both 
Canada  and  the  U.S.  Neither  country  would  accept  the  product  as  a 
wine.  Jung  added  that  there  was  no  restriction  on  an  individual 
purchasing  a personal  supply  of  the  wine  and  McEachran  wrote  back 
and  ordered  12  cases  (12  bottles  to  a case). 

“Jung  indicated  in  his  letter  that  a lobby— the  liquor  or  the  wine  peo- 
ple-had kept  it  out  of  this  country  and  I thought,  ‘Those  * ! The 

federal  government  isn’t  going  to  keep  any  product  from  me.  And,  at 
that  point,  I guess,  I started  down  the  long  trail,  trying  to  get  it  going.  I 
didn’t  want  to  see  the  bureaucracy  and  lobbies  screw  us  up.” 
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So  McEachran  wrote  another  letter  to  Jung  and  asked  if  he  could  have 
Canadian  rights  to  the  wines.  Jung  said,  Sure. . .best  of  luck. 

“The  first  thing  that  happened,”  McEachran  recalls,  “was  that  the 
federal  government  was  hung  up  on  the  definition  of  wines— and  their 
definition  hasn’t  got  any  relation  to  what  the  word  actually  means. 
Wine  is  simply  a fermented  grape,  but  the  federal  government’s  defini- 
tion was  based  on  the  amount  of  alcohol  in  the  wine  because  this  is 
what  they  based  their  taxes  on— what  is  the  duty  if  it’s  8%  alcohol  and 
what  is  the  duty  if  it’s  5%?  Then  they  start  assuming  that  anything 
below  that  can’t  be  wine.”  When  McEachran  thinks  about  it,  he  begins 
to  simmer:  “I  said:  ‘What  do  you  mean,  you  sonofabitch,  that  it’s  not 
wine?’ 

“They  said:  ‘Because  you’ve  reduced  the  amount  of  alcohol.’ 

“I  said:  ‘Okay,  you  take  a Canadian  wine  that,  because  of  the  amount  of 
sunlight  we  have,  can’t  produce  more  than,  say  8%  alcohol,  and  you  add 
grain  alcohol  to  bring  it  up  to  16%. . .what  the  hell  do  you  call  that  in  the 
liquor  stores?’ 

“They  said:  ‘That’s  fortified  wine.’ 

“I  said:  ‘Well  how,  in  the  name  of  reason,  can  you  add  alcohol  to  some- 
thing and  call  it  wine,  but  you  can’t  remove  the  alcohol?  Now,  goddam- 
mit, if  you  can  increase  it,  why  can’t  you  decrease  it?’” 

By  this  stage,  McEachran  is  getting  up  there,  close  to  the  boil.  “Look, 
the  16%  stuff,  that’s  the  goof.  A wino  isn’t  going  to  drink  any  8% 
French  wine  when  he  can  get  16%  for  $1.65.  They  pander  to  addiction. 
They’re  called  the  liquor  control  board  and  they  keep  our  product  off 
the  market  because  it  won’t  addict.  They  say  the  flavor’s  bad.  Well, 
why  the  hell  should  they  care  about  the  flavor?  If  they  carry  1,500 
brands,  are  they  going  to  tell  me  that  probably  an  awful  lot  of  them 
aren’t  garbage  as  far  as  the  customer  is  concerned?  And  would  it  be  so 
bad  if  somebody  in  the  public  picked  up  a non-addictive  product  by 
mistake?  This  is  the  real  reason  I keep  throwing  another  40  or  50  grand 
into  the  project  every  year— it’s  that  so  much  of  this  talk  is  crap.” 

McEachran  says  he  went  through  an  awful  pile  of  negotiations  with  the 
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federal  government,  chiefly  to  determine  whether  the  product  could  be 
called  wine— and  then  whether  it  could  be  called  non-alcoholic  wine. 
In  the  end,  the  department  of  consumer  affairs  ruled  that  it  could  be 
called  de-alcoholized  wine,  partly  because  the  term  was  already  used  in 
•connection  with  such  products  as  de-caffeinated  coffee.  The  depart- 
ment argued  that  consumers  already  knew  what  that  meant.  The 
brewers  of  Birell  and  Cardinal  Moussy  weren’t  even  allowed  that  con- 
cession. Beer,  said  the  government,  contains  alcohol  so  your  products 
are  not  beer.  They  are  called,  instead,  malt  beverages  and  they  seem 
forever  ostracized  from  Brewers’  Retail  stores. 

McEachran  had  won  one  battle  for  his  wines  — but  he’d  started 
another.  He’d  gotten  the  federal  government  to  go  along  with  the  idea 
that  he  was  importing  wine;  but  this  meant  the  provinces  had  control 
over  the  sale,  and  they  weren’t  about  to  handle  it  in  their  provincial 
outlets.  But,  since  it  was  a wine,  how  could  it  be  allowed  in 
delicatessens  and  such? 

More  lobbying  and  arguing  and  pleading.  Finally,  the  provinces  gave  in 
and  McEachran  began  working  on  the  marketing  of  the  wine.  A busi- 
ness friend  was  associated  with  diet  foods  and  he  suggested  that 
McEachran  get  together  with  Adelaide  Daniels  who  was  involved  with 
Weight-Watchers.  He  did. 

He  had  lunch  with  Adelaide  Daniels  and  her  husband  at  a Toronto 
restaurant,  and  she  was  interested.  McEachran  was  all  for  it  because,  as 
he  explains  it,  the  wine  is  comparatively  low  in  calories  so,  besides 
being  a product  for  people  who  couldn’t  drink,  it  might  go  well  with 
people  who  were  on  diets.  And  another  thing:  people  who  were  embar- 
rassed about  alcohol  problems  — alcoholics  who  didn’t  want  people  to 
know  could  have  a sort  of  built  in  cover-up  if  the  wine  were  presented 
as  a diet  drink.  “I’m  staying  away  from  wine,  thanks. . .I’m  on  a 
diet. . .I’ll  have  some  of  this  de-alcoholized  wine  because  it’s  pretty  low 
in  calories.”  So  McEachran  reached  an  agreement  with  Adelaide 
Daniels.  He’d  import  the  wine  and  sell  it  to  her  in  bulk.  She’d  market  it. 

Then  the  federal  government  stepped  in  with  another  problem. 
McEachran  wanted  to  call  the  wine  ‘calorie  reduced,’  but  the  federal 
people  said,  No,  because  it  was  already  reduced  in  calories  — there 
never  had  been  a de-alcoholized  wine  so  there  never  had  been  a 
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de-aleoholized  wine  with  a higher  calorie  content.  The  rule  is  there  to 
prevent  some  food  manufacturer  from  coming  along  some  day  with  a 
product  and  calling  it,  calorie-reduced  when,  in  fact,  all  he’s  done  is 
present  a new  version  of  an  old  product— less  of  it  for  the  same  money. 
In  other  words,  fewer  calories  in  the  new  can  of  Sweeties  simply 
because  there  are  fewer  Sweeties  (the  manufacturer,  naturally,  doesn’t 
tell  anybody  this). 

The  ruling  meant  that  McEachran  had  to  go  through  the  motions  of 
importing  a few  bottles  of  the  wine  in  which  the  sugar  content  had 
been  left  at  a high  level.  Then  he  was  able,  with  total  accuracy,  to  call 
his  product  calorie-reduced.  And  it  is.  McEachran  says  ordinary  red 
wines  generally  run  around  33  calories  per  ounce;  the  Carl  Jung  red 
wine  is  nine  calories  per  ounce.  White  wines  contain  an  average  of 
about  seven  calories  per  ounce. 

But  sales  went  badly.  According  to  McEachran,  one  of  the  main 
reasons  for  their  failure  was  a complicated  lawsuit  between  Adelaide 
Daniels  and  Weight-Watchers,  which  slowed  down  the  marketing. 
Another  problem  was  the  label.  It  carried  a picture  of  Adelaide  Daniels 
on  the  ribbon  part  of  the  label,  that  goes  around  the  lower  neck  of  the 
bottle,  and  it  had  a light,  frilly  sort  of  border  around  the  main  label.  It 
was  nothing  like  a wine  label.  It  had  none  of  that  wonderful  feel  of  a 
wine  label,  all  those  scrolls  and  medals  that  say  this  or  that  wine  won 
such  and  such  a medal  back  in  some  obscure  wine  exposition. 


You  may  think  I’m  making  a big  deal  of  the  label  but  I’m  not;  consider 
this  — and  I’m  being  perfectly  serious:  when  a non-drinker  buys  wines, 
ordinary  wines,  the  only  thing  he  can  enjoy  is  the  label.  So  wine  labels 
are  important  to  non-drinkers. 

McEachran’s  association  with  Adelaide  Daniels  died  and  another  com- 
pany, Canadian  Canners,  a subsidiary  of  Aylmer- Del  Monte  has  taken 
over.  Now  things  are  humming  along.  They  have  a great  label,  with  a 
castle  on  the  Rhine  on  it,  and  the  wines  are  doing  better  all  the  time. 
McEachran  is  hoping  that  this  year,  for  the  first  time,  he’ll  break  even, 
maybe  make  a small  profit. 

And  yet. . . 
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What  he  really  wants  is  to  get  his  wines  into  the  liquor  commissions 
across  Canada.  “I  don’t  think  the  supermarket  (or  the  delicatessen)  is 
the  place  to  sell  it,”  he  says.  “I  believe  the  only  place  to  sell  it  is  in  the 
commissions  because  of  the  marketing  habits  of  Canadians.  It’s  usually 
the  husband  who  buys  the  booze  and  when  the  wife  goes  into  the 
supermarket,  or  wherever  she  does  her  shopping,  she’s  not  going  to 
spend  $3  because  Dick  Brown  is  coming  over  for  dinner.  The  time 
they’ll  buy  wine  for  Dick  Brown  is  when  the  husband  goes  into  the  li- 
quor store  and  buys  a bottle  of  French  wine  and  he  says  to  himself,  “I 
think  I’ll  get  a bottle  of  de-alcoholized  wine  because  Dick  Brown  is 
coming  over.” 

McEachran  notes  that  the  liquor  control  boards  argue  the  husband  can 
go  to  the  supermarket  himself  and  buy  the  de-alcoholized  wine.  “He 
can,”  McEachran  says.  “But  the  husband  will  get  there  on  a Saturday 
afternoon  or  a Friday  night  and  he’ll  see  a hundred  people  waiting  at 
the  checkouts  and  he’ll  say,  ‘The  hell  with  Dick  Brown,  he  can  drink 
Pepsi-Cola.’  ” 

At  this  writing,  the  non-alcoholic  wines  were  not  in  a single  commis- 
sion; they’re  sticking  to  their  stand  that  the  flavors  of  the  non-alcoholic 
wines  aren’t  good  enough.  In  fairness  to  the  commissions,  I have  to  say 
that  the  Toronto  Star  presented  a selection  of  wines  to  four  people  with 
considerable  experience  in  wines  and  all  of  them  had  some  pretty 
harsh  things  to  say  about  the  taste. 

But  there  are  a couple  of  points  that  I think  ought  to  be  considered. 
First,  even  if  the  wines  do  fall  a little  short  on  flavor,  it  seems  reason- 
able that  the  liquor  commissions  in  Canada,  which,  as  McEachran 
points  out,  are  supposed  to  control  the  supply  of  alcoholic  beverages, 
should  follow  the  lead  of  the  liquor  outlets  in  Sweden  and  at  least  make 
them  available  here.  Second,  it’s  been  a good  while  since  I sampled 
some  of  the  little  gems  that  are  produced  in  Canada,  but  I think  there 
must  be  a lot  of  them— with  shelf  space  in  provincial  liquor  stores— 
that  would  lose  a taste  contest  with  the  Carl  Jung  wines.  By  a million 
miles. 
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Open  End  is  designed  as  a forum  to  air  and  stimulate  comment,  opinion,  and 
reaction  to  articles  which  have  appeared  in  Addictions.  Letters  should  be  50  to 
200  words,  signed,  and  addressed  to  the  editor,  Addictions,  Addiction 
Research  Foundation  of  Ontario,  33  Russell  Street,  Toronto,  Ontario,  Canada 
M5S  2S1.  The  editor  reserves  the  right  to  edit  letters  before  publication. 

Enclosed  is  a renewal  card.  My  introduction  to  Addictions  came 
with  a sample  copy  received  in  response  to  your  ad  in  TV  Guide  last 
year,  and  your  magazine  does  good  work  in  providing  information. 

It  would  be  even  better  if  newspaper  and  magazine  editors  saw  fit 
to  educate  the  public  with  a regular  section  devoted  to  articles 
taken  from  your  publication. 

I note  you  have  the  bad  habit  of  using  the  phrase  alcohol  and  drug 
rather  than  the  honest  wording  alcohol  and  OTHER  drug,  and  the 
other  should.be  in  capitals  so  that  establishment  types  cannot  con- 
tinue to  escape  the  truth  that  alcohol  IS  A DRUG,  our  worst  and 
most  abused  one  at  that. 

I'm  a non-user  because  drugs  do  nothing  for  me,  but  I'm  angry  at 
the  way  our  irrational  and  stupid  drug  policies  create  social  disrup- 
tion, burden  me  with  higher  taxes,  make  a minor  problem  a major 
mess  and  divert  so  much  money  and  energy  that  essential  medical 
and  other  worthwhile  services  are  starved  for  money.  How  can  one 
respect  the  users  of  alcoholic  drugs  when  they  constantly  rational- 
ize their  addiction,  procrastinate  endlessly  about  the  abuses,  and 
divert  attention  from  their  weak-willed  and  disgusting  behavior  by 
making  users  of  non-alcoholic  drugs  the  villans. 

The  most  informative  article  so  far  was  in  the  Spring  '76  issue. 

"Politics  of  Alcohol  and  (*other)  Drug  Use."  *Note  carefully  that 
missing  vital  word— naughty,  naughty. 

R.L.  Foster 
Burnaby,  B.G. 
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My  article  was  one  of  the  targets  for  Dr  Sadava's  diatribe  ("Current 
Views  on  Alcoholism:  Their  Implication  for  Treatment,"  Spring  '76). 
Few  are  born  with  a silver  spoon  in  their  mouth  so  Dr  Sadava's  taste 
is  not  my  concern,  and  he,  of  course,  is  entitled  to  his  opinions 
about  the  issues  raised  by  my  article.  However,  his  comments  lead 
me  to  believe  that  either  my  writing  or  his  reading  was  confused, 
for  he  failed  to  catch  the  drift  of  my  argument. 

Permit  me  therefore  to  further  elucidate  the  particular  issues  which 
obfuscated  Dr  Sadava.  His  interpretation  of  my  article  as  a defense 
for  anti-professionalism  is  incorrect.  He  is  also  confused  about  what 
I wrote  concerning  what  is  admittedly  a complex  issue,  that  of  per- 
sonal freedom. 

Professionals  in  alcoholism  treatment  and  research  have  been  ob- 
sessed with  the  causes  and  effects—  physiological,  psychological, 
social,  etc.— of  alcohol  addiction  to  the  exclusion  of  the  pur- 
pose —man's  innate  tendency  to  wish  to  transcend  bounds  of  time 
and  space  in  expanding  and  altering  his  conscious  awareness.  Also, 
alcohol  professionals  have  failed  to  distinguish  between  the  exter- 
nally induced  means  of  altering  moods  from  internally  or  self-in- 
duced means  of  altering  moods.  The  various  types  of  meditation 
would  exemplify  self-induced  means.  Drugs  of  all  types  would  ex- 
emplify external  means. 

This  singular  preoccupation  in  western  societies  with  alcohol  as  the 
external  and  preeminate  means  of  altering  consciousness  has  led  to 
our  penchant  for  treatment  procedures  in  which  we  teach 
abusively  drinking  alcoholics  to  drink  non-abusively.  I contend  that 
this,  as  an  end  goal,  constitutes  an  unnecessary  abridgement  of  in- 
dividual freedom,  for  it  ignores  the  essential  purpose  of  alcohol,  i.e.  _ 
to  significantly  alter  moods. 

Social  drinking  provides  but  a pale  substitute  to  meet  the  ' 
alcoholic's  need  to  transcend  bounds  of  time  and  space  in  his  quest 
to  expand,  alter,  and  enrich  his  awareness.  Conversely,  treatment 
procedures  that  - stress  abstinence— in  conjunction  with  non- 
chemical means  of  altering  awareness  through  active  programs  that 
promote  personal  growth  via  meditation,  self-examination,  and  per- 
sonal action— grasp  the  essential  purpose  of  addiction  and  the  sig- 
nificance of  personal  freedom  for  the  alcoholic. 

Awareness  of  the  purpose  of  addiction  to  alter  conscious  aware- 
ness, and  the  need  for  the  alcoholic  to  enhance  personal  freedom 
through  internal  control,  place  current  treatment  paradigms  in 
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proper  perspective.  The  method  used  in  the  social  drinking 
paradigm  is  right;  the  goal  is  wrong.  Efforts  to  teach  alcoholics  to 
drink  socially  through  sound  learning  principles  leads  to  greater  self 
control  and,  paradoxically,  to  abstinence  as  a means  of  obtaining  a 
greater  personal  control  and  freedom. 

Richard  W.  Thoreson 
University  of  Missouri-Columbia 
Columbia,  Missouri 


From  the  tone  of  the  criticism  of  Stan  Sadava,  assistant  psychology 
professor  at  Brock  University  (Open  End  Summer  ’76),  one  is  re- 
minded of  the  old  psychological  principle  that  the  definition  of  'ar- 
rogant garbage'  is  'with  which  I disagree.'  One  must  assume, 
secondly,  that  assistant  professor  Sadava  has  a personal  axe  to  grind 
in  his  comments.  One  would  hardly  expect  a non-smoker  to  have 
reacted  so  violently  to  an  article  on  protecting  the  rights  of  non- 
smokers.  I can  imagine  a scenario  in  which  the  critic  may  have 
given  up  cigarettes  for,  say,  pipes  or  cigars,  with  smug  self-satisfac- 
tion at  having  substituted  mouth  and  lip  cancer  for  lung  cancer. 
When  you  consider  the  fact  that  this  self-appointed  critic  con- 
demned a whole  issue  of  your  publication  as  garbage,  written  as  it 
was  by  four  doctors,  medical  or  otherwise  (the  undersigned  is  a 
Doctor  of  jurisprudence),  it  is  clear  that  he  is  guilty  of  the  very 
smug,  self-righteous  arrogance  of  which  he  accuses  this  writer.  Not 
being  an  authority  in  any  of  the  fields  that  were  written  about  in 
your  most  recent  publication— as  far  as  appears  in  his  title  or  his 
comments— his  criticism  should  have  been  at  best  respectful,  and  a 
bit  humble,  and  offered  as  the  right  of  anyone  to  express  a 
divergent  opinion,  but  not  with  a tone  of  finality  insulting  your 
editorial  intelligence  and  the  capabilities  of  four  experts  in  the  fields 
of  their  writing. 

With  specific  reference  to  my  own  contribution,  let  me  say  that  I 
have  never  written  a piece  which  was  not  controversial.  As  a matter 
of  fact,  I have  the  philosophy  that,  if  it  is  not  controversial,  it  is  not 
worth  writing  about.  I therefore  do  not  expect  everyone  to  agree 
with  everything  that  I say  — rather  would  I be  disappointed  if  that 
were  the  case.  However,  when  I make  a point  or  disagree  with 
another  person,  it  is  always  with  the  expressed  knowledge  that  I 


have  at  least  a capacity  to  be  wrong,  but  have  a duty  to  offer  for 
consideration  that  which  over  20  years  of  professional  effort  has  led 
me  to  arrive  at. 

S.  Carter  McMorris 
Oakland,  California 


I read  with  interest  the  article,  "Olympics  '76— Coping  with  Dop- 
ing" (Summer  '76).  However,  I would  like  to  make  two  comments. 
Firstly,  the  statement,  "Dimetapps  contain  an  antihistamine- 
phenylephrine— a drug  that  generally  is  banned  at  international 
track  and  field  competitions,"  is  not  correct.  Phenylephrine  is  not 
an  antihistamine  but  a sympathomimetic  amine.  Therefore,  the 
quoted  statement  is  ambiguous.  Are  antihistamines  normally  ban- 
ned or  is  it  phenylephrine ? I suspect  it  is  the  latter.  I would  point 
out  that  Dimetapp  contains  both  an  antihistamine 
(brompheniramine)  and  two  sympathomimetic  amines , 
phenylephrine  and  phenylpropanolamine. 

Secondly,  the  chart  on  "Prohibited  Drugs"  does  not  contain  the 
guilty  substance  in  the  Joan  Wenzel  affair— that  is,  phenylephrine.  I 
realize  a large  number  of  drugs  related  to  the  listed  drugs  are  ban- 
ned but  not  included  in  the  chart,  however,  your  readers  might  ap- 
preciate knowing  which  category  phenylephrine  fits  in. 

Wayne  Marigold,  Phm. 

Manager,  Pharmaceutical  Services 
Toronto  General  Hospital 


Addictions  is  a splendid  booklet,  and  the  article,  Olympics  '76- 
Coping  with  Doping  (Summer  '76)  should  prove  to  be  most  infor- 
mative to  the  athletes  and  all  concerned  with  amateur  sport. 

If  you  can  spare  them,  I should  like  30  copies  for  distribution  to 
members  of  the  National  Team  and  our  provincial  weightlifting  as- 
sociations. 

P.A.  Tremblay 

Executive  Director 

Canadian  Weightlifting  Federation 
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by  Stanton  Peele  and  Archie  Brodsky 


ADDICTION  IS  A SOCI 


Early  in  1972  the  New  York  Times  ran  a feature  article  on  a growing 
phenomenon  of  the  youth  culture:  the  religious  commune.  The  article 
told  of  the  Children  of  God,  a sect  with  50  ‘colonies’  around  the  coun- 
try where  members  lived  in  absolute  devotion  to  God  and  each  other, 
and  in  absolute  disdain  for  all  worldly  things.  A year  later  the  Times  ad- 
ded a new  wrinkle  to  the  story.  A black  Californian  named  Ted  Patrick 
was  hiring  himself  out  as  a kidnapper  to  help  parents  reclaim  their 
children  (many  of  them  legally  adults)  from  the  Children  of  God  and 
other  extreme  sects.  Together,  Patrick  and  the  parents  would  abduct  a 
youth  and  subject  him  (or  her)  to  a marathon  ‘deprogramming’  session 
in  a motel  room,  where,  with  the  help  of  Bible  experts,  they  sought  to 
undo  the  ‘brainwashing’  the  youth  had  received  by  showing  him  that 
the  commune’s  ideology  was  a perversion  of  true  Christianity.  How  did 
the  young  people  respond?  Some  resisted  abduction  or  escaped  from 
the  motel,  and  a few  filed  assault  charges  against  Patrick.  Others  ac- 
cepted the  new  indoctrination  and  turned  violently  against  the 
religious  groups  to  which  they  had  just  recently  dedicated  their  entire 
lives.  ; 

This  story  speaks  poignantly  of  a serious  dislocation  in  our  society. 
What  could  make  parents  feel  so  desperate  about  their  grown  children 
as  to  resort  to  a stranger’s  forcible  intercession  to  resolve  a split  within 
the  family?  Why  do  both  the  young  and  their  parents  show  such  ex- 
treme and  unstable  reactions?  We  believe  that  the  best  way  to  come  to 


Dr  Peele  has  a PhD  in  social  psychology  and  was  formerly  on  the  faculty  of  the  Harvard 
Business  School,  in  organizational  behavior.  He  now  has  a consulting  practice  in  Oak- 
land, California.  Mr  Brodsky  is  a professional  writer  who  has  written  on  medical  and  psy- 
chological topics.  The  two  collaborated  on  the  book,  Love  hnd  Addiction.  References  for 
this  article  are  available  on  request. 
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grips  with  such  anomalies  is  through  an  understanding  of  our  society’s 
addictive  patterns  of  life. 

At  first  sight,  this  may  seem  a strange  juxtaposition.  What  does  addic- 
tion have  to  do  with  religious  communes,  or  religious  communes  with 
addiction?  Well,  we  can  start  with  Marx’s  famous  dictum  that  religion 
is  “the  opiate  of  the  people.”  But  to  understand  the  implications  of 
what  Marx  was  saying,  we  have  to  go  beyond  his  purely  metaphorical 
use  of  the  term  ‘opiate’  and  take  a closer  look  at  the  real  nature  of  opiate 
addiction,  or  any  addiction.  When  we  do,  we  find  that  addiction  has 
equally  to  do  not  only  with  opiates  and  religious  communes,  but  with 
obesity,  early  marriage,  the  PhD  rat  race,  and  the  animal  population  ex- 
plosion in  crowded  city  neighborhoods. 

Debunking  ‘Drug  Addiction’ 

Recent  research  on  the  effects  of  drugs  points  us  toward  the  conclusion 
that  addiction  is  something  very  different  from  what  we  have  thought 
it  to  be.  To  begin  with,  there  is  no  necessary  connection  between  ad- 
diction and  drugs,  or,  more  especially,  the  opiates  (opium,  heroin,  and 
morphine).  More  precisely,  addiction  has  little  to  do  with  what  drugs 
contain,  although  it  has  a lot  to  do  with  what  we  think  drugs  can  do  to 
us.  People  often  react  physically  to  a placebo— a chemically  neutral 
substance  that  is  presented  as  being,  say,  morphine  or  some  powerful 
medication— just  as  though  it  were  the  real  thing.  Psychological  studies 
have  shown  that  the  way  people  react  to  drugs  in  general  is  as  much  a 
function  of  their  cultural  background,  expectations,  and  emotional  in- 
volvement in  the  situation  as  of  the  chemistry  of  the  drug. 

There  are  no  drugs  of  which  this  is  more  true  than  the  ones  we  think  of 
as  the  universal  addicters,  the  opiates.  Ten  years  ago  Isidor  Chein’s  The 
Road  to  H gave  us  a glimpse  into  the  Byzantine  social  structure  of  the 
ghettos  of  New  York,  where  some  adolescents  use  heroin  without 
becoming  addicted  while  others  do  not  use  heroin  in  quantities  suffi- 
cient to  explain  their  ritualized  ‘addict’  behavior.  More  recently,  Dr 
Norman  Zinberg  of  the  Harvard  Medical  School  has  observed  that 
surgical  patients  who  have  been  given  morphine  in  dosages  and  fre- 
quencies heretofore  considered  sufficient  to  addict  do  not,  by  and  large, 
feel  a craving  for  the  drug  after  their  pain  has  abated.  A milestone  in 
this  growing  enlightenment  is  a U.S.  defense  department  report 
released  in  the  spring  of  1973,  which  reports  that  of  all  the  U.S.  service- 
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men  in  Vietnam  who  experimented  with  heroin,  even  to  the  point  of 
apparent  dependency,  very  few  have  taken  up  the  drug  again  once  they 
returned  to  the  United  States,  where  presumably  they  have  had  better 
things  to  do. 

Noting  that  ghetto  blacks  persist  in  heroin  habits  even  when  the 
quality  of  the  available  drug  is  so  poor  that  physiological  reactions  are 
minimized,  Chein  describes  the  addict’s  dependence  in  the  following 
terms: 

From  almost  his  earliest  days,  the  addict  has  been  systematically 
educated  and  trained  into  incompetence.  Unlike  others,  therefore, 
he  could  not  find  a vocation,  a career,  a meaningful,  sustained 
activity  around  which  he  could,  so  to  say,  wrap  his  life.  The  ad- 
diction, however,  offers  an  answer  to  even  this  problem  of  empti- 
ness. The  life  of  an  addict  constitutes  a vocation— hustling,  rais- 
ing funds,  assuring  a connection  and  the  maintenance  of  supply, 
outmanoeuvering  the  police,  performing  the  rituals  of  preparing 
and  of  taking  the  drug— a vocation  around  which  the  addict  can 
build  a reasonably  full  life. 

What  Chein  fails  to  note  is  that  this  process  of  self-definition  as  an  ad- 
dict, and  the  need  for  heroin  that  develops  in  conjunction  with 
it,  is  addiction. 

On  the  other  hand,  what  Vietnam  veterans  have  in  common  with  hos- 
pital patients  being  given  morphine  is  that  they  do  not  think  of  them- 
selves as  drug  addicts  or  even  drug  users  under  normal  circumstances. 
Clearly,  questions  of  self-image  and  self-esteem  are  crucial  in  deter- 
mining whether  a person  is  susceptible  to  addiction.  The  category  of 
drug  is  not  so  crucial,  as  present-day  observers  are  learning.  It  is  com- 
monplace nowadays  for  government  officials  to  warn  of  the  dangerous 
addicting  effects  of  barbiturates.  In  the  recent  Consumers  Union 
manual,  Licit  and  Illicit  Drugs,  cigarette  smoking  is  treated  as  a habit  in 
exactly  the  same  sense  as  an  opium  ‘habit.’  And  in  Love  and  Addic- 
tion, we  make  the  case  that  the  same  motivational  and  behavior  pat- 
terns occur  when  one  is  addicted  to  another  person  as  when  one  is  ad- 
dicted to  a drug. 

The  Experience  of  Addiction 

It  is  wrong  to  blame  drugs  for  addiction.  Addiction  is  a kind  of  ex- 
perience that  happens  inside  someone’s  consciousness.  It  is  triggered 
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by  a drug  or  some  other  stimulus,  but  in  essence  it  happens  because  the 
person  has  learned  to  react  to  experience  in  a certain  characteristic  way.  A 
Consider  the  heroin  withdrawal  syndrome.  Of  course,  if  you  suddenly 
cease  to  administer  a strong  chemical  which  has  been  in  your 
bloodstream  for  some  time,  your  body  will  undergo  a compensatory 
physical  reaction  that  will  be  noticeable  to  you.  It  is  the  addict’s 
typical  response  to  this  — the  agony,  the  intense  craving— that  is  a 
cultural  creation.  It  took  form  within  certain  groups  of  people  whose 
lives  revolved  around  heroin  and  was  broadcast  to  society  as  a whole  by 
inflammatory  literature  such  as  Nelson  Algren’s  The  Man  With  The 
Golden  Arm. 

We  now  know  that  heroin  withdrawal  symptoms  can  be  suppressed 
or  minimized  in  social  settings  which  do  not  nurture  their  expression, 
as  in  certain  iconoclastically  tough-minded  rehabilitation  centres.  On 
the  other  hand,  among  individuals  or  groups  of  people  who  consider  it 
reasonable  and  permissible  to  fall  apart  upon  being  jilted  by  a lover, 
something  analogous  to  extreme  heroin  withdrawal  can  be  observed, 
with  alternating  inertia  and  uncontrollable  restiveness,  physical  reac- 
tions (chills,  diarrhea,  sleeplessness),  and  an  overwhelming  feeling  of 
emptiness.  To  understand  why  someone  could  find  the  absence  of  a 
drug— or  a lover,  or  anything— so  unbearable,  we  have  to  ask  why  that 
person  found  its  presence  so  valuable.  And  this  brings  us  to  the  basic 
hopelessness  the  addict  feels  about  his  prospects  in  life— a hopeless- 
ness which  leads  him  to  become  addicted,  which  is  intensified  as  he 
gets  deeper  into  the  addiction  and  further  loses  contact  with  life,  and 
which  looms  all  the  larger  upon  withdrawal. 

Addiction  is  caused  by  environmental  factors  — more  common  in  our 
time  than  any  other— which  are  destructive  of  the  wholeness  of  the  in- 
dividual. Commenting  on  the  curious  contemporaneity  of  the  schizoid 
(pathologically  weak  and  detached)  personality,  R.D.  Laing  character- 
izes the  schizoid  condition  as  one  of  “ontological  insecurity”  — a basic 
uncertainty  about  one’s  own  being,  one’s  place  in  the  world.  According 
to  Laing,  this  severe  alienation  causes  desperate  attempts  to  unite 
destructively  with  another  person,  to  devour  or  be  devoured,  in  order 
to  find  an  identity  outside  oneself.  Laing,  of  course,  is  talking  about  the 
most  extreme  form  of  reaction  to  the  strains  of  modern  living.  But  we 
believe  that  the  psychological  mechanisms  he  analyzes  have  a 
broader  applicability.  For  addiction,  in  its  various  forms,  is  an  adaptive 
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mechanism  widely  resorted  to  by  ‘normal’  individuals  in  our  society  — 
by  all  of  us,  perhaps.  It  constitutes  a search  for  something  external  and 
secure  to  give  reassurance  in  the  absence  of  a deeply  felt  connection 
with  life. 

What  addiction  substitutes  for  is  a strong  sense  of  one’s  own  reality  and 
the  reality  of  the  world  in  which  one  lives.  The  best  antidotes  to  addic- 
tion are  joy  and  competence:  joy,  as  a capacity  to  take  pleasure  in  peo- 
ple and  things  and  activities,  and  competence,  as  a mastery  of  relevant 
parts  of  one’s  environment  and  a confidence  that  one’s  actions  make  a 
difference  for  oneself  and  others.  Both  joy  and  competence  require  a 
real  connectedness  with  life  in  the  concrete.  When  this  sense  of  being 
in  touch  is  lacking,  feelings  of  uncertainty,  self-doubt,  and  anxiety  can 
arise  which  create  a desire  to  escape  from  oneself  and  one’s  situation. 
This  is  where  the  need  for  an  external  solution  arises. 

I . 

The  reason  why  heroin  is  so  powerful  an  addictive  agent  for  some  peo- 
ple, and  why  it  is  so  sorely  missed  by  withdrawn  addicts,  is  that  it  offers 
a soothing  sensation  that  everything  is  all  right.  Anything  which  pro- 
vides a strong  dose  of  comfort,  regularity,  and  external  structure  can 
serve  the  same  function.  Where  life  seems  a pointless  struggle,  full  of 
threats  rather  than  opportunities,  an  addiction  is  a way  to  give  up  the 
struggle.  The  difference  between  being  predisposed  not  to  be  addicted 
and  being  predisposed  to  be  addicted  is  the  difference  between  seeing 
the  world  as  your  arena  and  seeing  the  world  as  your  prison. 

Society  and  Addiction 

While  some  individuals  are  more  predisposed  to  blatant  addictions 
than  are  others,  we  are  not  so  concerned  with  differentiating  between 
people  here  as  we  are  with  suggesting  how  deeply  the  addictive  pattern 
of  relating  to  our  environment  is  woven  into  the  fabric  of  our  society. 
Addiction  is  indeed  a major  social  problem,  and  not  just  for  the  sub- 
stantial minority  of  illicit  drug  users  and  the  (perhaps)  majority  using 
some  popular  drug  or  another  addictively.  Addiction  to  heroin  (and 
alcohol,  barbiturates,  cigarettes,  tranquillizers,  coffee,  etc.)  only 
scratches  the  surface  of  the  overall  addiction  problem  in  North  Ameri-  t 
can  and  Western  society  generally. 

It  has  become  commonplace  to  point  out  that  when  young  people 
resort  to  marijuana  and  LSD  they  are  only  following  the  example  of 
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their  elders,  who  lean  so  heavily  on  alcohol,  medically  prescribed 
stimulants  and  tranquillizers,  and  the  daily  stimulation  of  coffee  and 
cigarettes.  This  analysis  is  accurate,  but  doesn’t  go  deep  enough.  Why 
do  we  have  such  a drug-dependent  society  in  the  first  place?  At  least 
part  of  the  reason  is  that  our  way  of  life  doesn’t  allow  for  enough  joy 
and  competence.  Some  of  the  social  conditions  responsible  for  these 
deficiencies  came  into  being  with  the  industrialization  and 
bureaucratization  of  economic  life  in  the  19th  century.  When  Marx 
spoke  of  mankind  becoming  alienated  from  creative  labor,  he  was 
isolating  a major  feature  of  what  was  to  grow  into  a pervasive  detach- 
ment from  bedrock  experience.  Today  we  are  fortunate  if  we  are  able  to 
find  work  that  we  like;  rarely  can  we  initiate  our  own  enterprises.  We 
work  and  live  in  the  shadow  of  institutional  bureaucracies  which  we 
can  hardly  hope  to  influence,  and  our  physical  environment  is  made  up 
of  elaborate  mechanical  objects  which  most  of  us  do  not  understand. 
And  so  our  most  basic  contacts  with  the  world  are  mediated  by  techni- 
cians, clerks,  and  repairmen. 

This  is  most  damaging  to  us  when  it  is  our  own  bodies  that  we  give  over 
to  the  repairman.  We  lose  touch  with  ourselves  when  we  lose  touch 
with  the  self-regulation  of  our  bodies  through  diet,  exercise,  and 
nature’s  healing  processes.  Instead  of  being  in  tune  with  the  natural 
physical  rhythms  of  a normal  human  existence,  we  grow  up  learning  to 
eat  too  much,  to  avoid  physical  exertion,  and  to  run  to  the  doctor 
whenever  some  variation  in  our  biological  functioning  occurs.  And  the 
doctor  in  turn  encourages  us  (in  part  because  we  want  him  to)  to  over- 
use drugs.  Our  reliance  on  official  medicine  is  an  unwholesome  com- 
pound, made  up  of  one  part  drug  dependence  and  one  part  reverence 
for  professionally  certified  experts.  Both  of  these  are  crutches,  solu- 
tions external  to  ourselves.  And  now  we  are  even  placing  the  medical 
profession,  in  the  form  of  psychiatry,  in  charge  of  our  spiritual  exis- 
tence, our  psychic  as  well  as  our  physical  well-being. 

The  PhD  Hysteria 

Our  relinquishing  control  over  our  bodies  is  only  a reflection  of  a more 
general  pattern  of  reliance  on  external  support  and  authority.  When 
the  radical  educational  critic  Ivan  Illich  says  in  Deschooling  Society  that 
the  leading  institutions  of  our  society  (educational  and  therapeutic  as 
well  as  economic  and  military)  are  “either  socially  or  psychologically 
‘addictive,’  ” he  means  that  they  feed  on  an  insecurity  which  they 
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themselves  create.  By  keeping  people  away  from  real  experience, 
school  makes  them  dependent  on  an  artificial,  formal  certification  of 
their  knowledge  and  talents.  Schools  were  originally  intended  to  teach 
people  the  things  they  would  need  to  do  in  life,  but  this  original  aim  (or 
rationale)  has  long  since  been  lost  in  the  curricular  rigidity  and  petty 
power  hierarchies  of  the  school  system.  Children  only  know  that  they 
are  supposed  to  learn  because  school,  parents,  and  others  say  they 
should,  and  thus  they  don’t  learn.  Too  many  parents  don’t  care 
whether  their  child  ever  reads  a book  outside  of  school,  comes  up  with 
an  original  idea,  or  learns  to  think  things  through  for  himself.  Grades, 
and  later  degrees,  are  the  only  signs  of  performance  they  can  recognize. 

One  result  of  this  hollow  concept  of  education  was  the  PhD  syndrome 
of  the  1960s,  which  peaked  at  the  height  of  the  Vietnam  war  economy. 
Those  who  lived  through  that  period  will  recall  that  within  the  typical 
middle-class  community  it  was  de  rigueur  for  an  able-minded  student 
to  attain  an  academic  or  equivalent  professional  degree.  To  cease  one’s 
formal  education  after  graduating  from  college  was  to  incur  the  disap- 
proval, even  the  contempt,  of  one’s  closest  associates.  So  external  was 
the  definition  of  education  then  current  that  the  deviant  risked  being 
admonished,  “Don’t  you  want  to  learn  any  more?”  as  if  learning  were 
only  possible  within  the  walls  of  some  institution.  As  Illich  says,  “Once 
we  have  learned  to  need  school,  all  our  activities  tend  to  take  the  shape 
of  client  relationships  to  other  specialized  institutions.  Once  the  self- 
taught  man  or  woman  has  been  discredited,  all  non-professional  ac- 
tivity is  rendered  suspect.” 

An  Ontological  Insecurity 

What  was  most  interesting  about  this  phenomenon  was  that  the  hy- 
steria often  generated  within  families  and  groups  of  friends  over  this 
issue  did  not  always  concern  the  practical  economic  consequences  of 
earning  or  not  earning  a degree.  Rather,  there  seemed  to  be  a basic 
emotional  uneasiness— an  ‘ontological  insecurity,’  if  you  will— about 
how  one  could  define  oneself  subjectively  without  having  an  advanced 
degree.  And  when  you  talk  about  one’s  needing  something  external  to 
create  an  identity  for  oneself,  you  are  talking  about  addiction,  even  if 
there  is  no  syringe  in  sight. 

As  Illich  says,  schooling  is  a basic  social  experience  which  helps  de- 
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termine  the  character  of  our  later  interactions  with  our  social  and  insti- 
tutional environment.  Even  more  basic  are  our  family  and  social  rela- 
tionships. And  the  first  thing  that  should  strike  our  notice  here  is  the 
excessive  stress  our  society  places  on  social  contacts  altogether.  With 
spectator  sports  and  shallow,  uninvolving  aesthetic  experiences  oc- 
cupying the  leisure  time  of  the  bulk  of  the  population,  most  people 
don’t  develop  interests  that  are  sufficiently  intense  and  self-motivated 
to  be  seen  as  being  worth  pursuing  alone.  Without  denying  that  going 
to  the  movies  with  friends  adds  to  the  pleasure  and  value  of  the  ex- 
perience, we  may  well  question  the  priorities  of  a society  where  it  is 
considered  unthinkable  (except  by  a small  minority)  to  go  to  the 
movies  alone.  It  would  seem  that  most  of  the  people  who  go  to  the 
movies  don’t  do  so  out  of  a very  strong  intrinsic  interest  in  the  sub- 
stance of  the  films  they  are  seeing. 

Individually,  it  would  seem,  we  don’t  enjoy  or  feel  secure  in  our  own 
company.  The  need  to  have  other  people  around  all  the  time  is  part  of 
what  some  psychologists  have  called  ‘social  dependency’— a need  to 
cling  to  human  ‘objects.’  For  many  middle-class  people,  this  form  of 
dependency  takes  the  place  of  the  drug  and  alcohol  habits  that  show  up 
regularly  in  some  lower-class  cultures  where  family  and  friends  are  not 
such  dependable  sources  of  emotional  gratification.  If  this  social  de- 
pendency expresses  itself  in  well-established  contacts  with  numerous 
friends,  relatives,  and  acquaintances,  it  might  be  the  basis  of  a rich  and 
stable  inner  life.  Instead,  though,  we  are  predominantly  grouped  into 
nuclear  families  — husband,  wife,  and  children,  with  no  other  deep  or 
permanent  connections  — and  consequently  our  heavy  need  for  people 
is  channeled  into  these  few  relationships.  What  often  results,  as  in  drug 
addiction,  is  outright  dependency  on  a single  object. 

The  way  we  are  taught  to  view  the  opposite  sex  is,  in  effect,  preparation 
for  such  dependency.  Those  of  us  who  grow  up  in  conventional  North 
American  households  are  trained  from  an  early  age  to  seek  out  one 
special  person  as  a partner  through  life.  This  contributes  to  the  stam- 
pede to  early  marriages,  half  of  which  will  end  in  divorce.  It  also  tends 
to  cheapen  all  our  other  friendships,  stunting  them  at  the  level  of  trivial 
acquaintanceships  which  will  be  discarded  once  the  social  object  of  our 
dreams  appears.  Beyond  all  else,  this  indoctrination  strains  incalculably 
our  relations  with  the  opposite  sex.  It  dehumanizes  half  the  people  we 
meet  and  stands  in  the  way  of  the  natural  mingling  and  person -to-per- 
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son  relating  in  which  real  experience  is  rooted.  As  someone  remarked 
about  the  subject  of  one  of  our  case  studies  in  Love  and  Addiction,  a 
male  addicted  to  sexual  conquests,  “He  talks  about  women  as  though 
they  were  different  from  people.” 

Addiction  As  a Way  of  Life 

When  boy  looks  at  girl,  or  girl  looks  at  boy,  he  or  she  sees  not  a unique 
human  individual,  but  someone  to  fill  a role,  a potential  husband  or 
wife.  It  is  the  same  as  thinking  about  school  and  envisioning  not  the 
experience  of  learning,  but  the  comfort  of  social  belonging  that  comes 
with  being  a member  of  an  institution.  One  very  positive  thrust  of  the 
contemporary  youth  culture  is  its  attempt  to  reduce  the  opposite  sex  to 
life  size  by  encouraging  easy-going,  informal  contact  among  young 
people  of  both  sexes.  But  even  where  marriage  is  not  the  one  overrid- 
ing goal  and  couplings  take  on  a freer,  more  modern  appearance,  we 
still  can  see  the  same  kind  of  empty  relationship  that  results  from  the 
desperate  search  for  a partner:  a relationship  where  it  is  the  lover’s 
mere  presence  and  constant  devotion  that  counts,  and  not  the  oppor- 
tunities for  mutual  learning  and  growth,  emotional  and  otherwise,  that 
the  lover  can  offer. 

Anything  that  we  do  can  be  addictive  or  not  addictive;  the  key  is  in 
how  and  why  we  do  it.  Just  as  learning  for  the  sake  of  grades  and 
degrees  keeps  us  from  learning  by  doing,  artifically  programmed  rela- 
tionships where  mates  (or  lovers)  are  sought  as  tokens  of  security  keep 
us  from  knowing  ourselves  and  others.  In  both  cases  the  experience  is 
external,  and  leaves  us  drifting  in  a state  of  detachment  where  we  are 
always  looking  for  the  next  degree,  the  next  lover,  the  next  ‘fix.’  We 
are  taught  that  we  need  school,  need  marriage,  need  a steady 
job,  need  a shrink,  need  drugs.  What  we  are  not  taught  is  that  we  can  be 
whole  in  ourselves,  confident  in  our  ability  to  cope  with,  learn  from, 
and  enjoy  the  people  and  things  that  make  up  our  environment.  Addic- 
tion is  not  an  aberration  from  our  way  of  life.  Addiction  js  Q.ux.way^of 
life. 

While  this  fate  is  something  we  all  have  to  come  to  terms  with  in- 
dividually and  collectively,  it  is  of  most  urgent  concern  to  women.  If 
there  are  indeed  forces  that  operate  to  deny  us  all  the  elusive  ex- 
perience of  wholeness,  it  is  still  women  who  bear  the  heaviest  burden 
of  the  cultural  assumption  that  a person  can  have  no  identity  outside 
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Where  human  relationships 
are  transient  and  uncertain  a 
pet  offers  a kind  of 


relationship  which,  by  virtue 
of  its  obvious  inequality,  is 
safe  and  predictable 
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the  structures  of  marriage,  family,  and  school.  It  is  women,  too,  who  are 
most  thoroughly  (if  subtly)  brutalized  by  doctors  and  psychiatrists,  and 
who  therefore  are  leading  the  movement  to  liberate  our  bodies  and 
minds  from  medical  and  institutional  control.  Consider  the  young 
divorcee  who,  never  having  lived  on  her  own  before  marriage,  is  ex- 
pected to— and  does— return  to  her  parents’  home  and  accept  their 
neo-adolescent  supervision  of  her  personal  affairs.  To  let  the  implica- 
tions of  that  common  situation  sink  in  is  to  begin  to  appreciate  what  ad- 
diction is  all  about. 

Drugs  and  Their  Equivalents 

I At  the  same  time  as  we  have  difficulty  achieving  a secure  sense  of  our- 
selves, the  very  chaos  of  today’s  society  and  the  breakdown  of  ordered 
family  life  often  don’t  allow  us  the  externally  structured  security  our 
training  inclines  us  to  seek.  In  this  fluid  setting  a number  of  com- 
pensatory addictions  have  begun  to  flourish.  One  is  overeating,  which 
renders  one-quarter  to  one-half  the  North  American  population  sub- 
stantially overweight.  Another  is  psychotherapy.  An  unhealthy  feature 
of  many  psychiatrist-client  relationships  is  that  the  attention  of  both 
parties  is  directed  inward,  toward  this  artificially  conceived  relationship 
itself,  rather  than  outward,  toward  helping  the  patient  interact  better 
with  the  rest  of  the  world  and  thus  outgrow  the  need  for  therapy.  In 
this  way,  a continuing  dependency  is  established. 

Pets  are  yet  another  outlet  for  addictive  needs.  Every  time  we  walk 
down  the  street  we  note  the  effects  of  the  rising  pet  population  in  ur- 
ban residential  neighborhoods.  Pets  are  concentrated  not  only  among 
the  old  and  lonely,  but  in  what  would  seem  to  be  an  active,  busily  social 
segment  of  society— the  student-hip  youth  culture.  Surely  it  is  unheal- 
thy for  a dog  of  any  size  to  be  confined  to  a small  apartment.  Yet  at  the 
cost  of  dirty  streets,  crowding,  noise,  and  an  increased  risk  of  spreading 
disease,  young  city  dwellers  maintain  these  animals  in  ever-growing 
numbers.  Where  human  relationships  are  transient  and  uncertain,  as 
they  are  for  many  young  people,  a pet  offers  a kind  of  relationship 
which,  by  virtue  of  its  obvious  inequality,  is  safe  and  predictable. 

The  striking  thing  about  all  these  addictions— and  the  tipoff  to  the  fact 
that  they  are  addictions— is  that  they  are  so  readily  interchangeable. 
/An  addiction  is  not  sought  as  a vividly  involving  experience  in  itself 
(except  sometimes  in  the  early  stages,  as  with  the  initial  euphoria  of 
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heroin  for  the  novice  user),  but  as  something  in  which  to  lose 
oneself— a protection  against  experience.  It  doesn’t  matter  much  what 
that  something  is;  at  any  given  time  one  addiction  may  be  more  con- 
venient or  palatable  than  another.  Adults  of  all  ages  find  themselves 
cursing  their  cigarette  habit  when  they  are  not  overeating,  and  gaining 
•weight  rapidly  when  they  are  not  smoking.  Young  people  fall  into  and 
out  of  heavy  involvements  with  drugs,  psychiatrists,  religious  move- 
ments, and  all-consuming  love  affairs  in  rapid  succession.  The 
Children  of  God  maintain  a strict  prohibition  against  drugs,  since  many 
converts  to  the  faith  are  former  users.  As  one  member  put  it,  “I  used  to 
do  acid,  chug  wine.  I thought  it  was  the  answer.  But  it  didn’t  satisfy,  just 
like  everything  else.  I went  to  a head  shrink  every  Friday,  till  I saw  that 
wasn’t  doing  any  good  either.  Nothing  ever  did  satisfy  till  I came  to 
Jesus.” 

The  Opiate  of  the  People 

This  brings  us  back  to  our  story  of  Ted  Patrick  and  the  religious  com- 
mune kidnappings.  As  a rule,  membership  in  a religious  commune  is  a 
total  experience.  We  have  quoted  Chein’s  description  of  how  the  use 
and  procurement  of  heroin  provides  a structure  for  the  addict’s  life;  the 
same  is  true  here.  And  like  a full-scale  heroin  habit,  a total  commit- 
ment to  a religious  sect  negates  everything  a person  has  been  and  done, 
and  suffered  and  learned  before  ‘seeing  the  light.’  Order  is  imposed  by 
the  strictures  of  the  group,  assurance  and  integration'  are  sought 
through  faith  in  an  all-powerful  God,  and  the  threatening  respon- 
sibility of  self-assertion  is  evaded.  Many  youths  undoubtedly  join  such 
groups  in  order  to  leave  behind  a life  of  confusion,  failure,  and  self- 
doubt. Their  communal  experience  amounts  to  a total  restructuring  of 
their  cognitions  along  narrow,  rigid  lines.  Once  they  submit  to  this,  it 
requires  an  equally  totalitarian  assault  on  their  sensibilities,  such  as 
Patrick’s  ‘deprogramming,’  to  bring  them  out  of  it. 

In  the  Times  account,  one  18-year-old  woman  who  was  made  to  see  the 
error  of  her  ways  offered  immediately  to  join  the  deprogramming 
group  so  as  to  help  save  others  (as  several  deprogrammed  youths  have 
actually  done).  It  was  an  understandable  reaction,  when  you  consider 
that  feelings  of  strong  dependency  invariably  beget  an  equal  and  op- 
posite reaction  once  the  tie  is  broken. |A  newly  withdrawn  addict  finds 
himself  at  least  temporarily  facing  an  emotional  and  spiritual  void. 
Nothing  is  really  salient  to  him,  because  the  web  of  interconnections 
with  others  and  the  range  of  satisfactions  in  life  which  people  normally 
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I can  fall  back  on  have  been  eradicated  or  suppressed  by  the  addiction, 
and  they  can’t  be  restored  in  an  instant.  Even  when  this  normal  psy- 
chic context  is  restored,  it  is  hard  to  find  a place  in  it  for  something 
which  was  formerly  the  addict’s  whole  world.  This  is  why  reformed 
alcoholics  and  drug  addicts  are  often  the  most  hardline  opponents  of 
chemical  intoxication,  just  as  the  deprogrammed  Child  of  God  wanted 
j to  join  the  deprogramming  group.  It  is  also  why  some  ex-lovers,  to  the 
amazement  of  those  around  them,  display  in  the  aftermath  of  a 
breakup  a vindictive  bitterness  toward  that  person  whom  they  felt  they 
loved  more  than  anyone  in  the  world/ 

What  about  the  parents  of  the  Children  of  God?  Their  reactions  are  in- 
dicative of  the  malaise  that  drove  their  children  to  lose  their  balance  in 
life.  One  mother  said  of  Ted  Patrick,  “He  is  my  savior.”  Disappointed  to 
find  on  meeting  him  that  he  was  built  to  human  scale,  she  explained,  “I 
thought  he  would  be  a giant  — some  kind  of  god  that  we  just  had  to 
have.”  Calling  upon  this  external  agent  to  solve  the  problem,  the 
parents  who  were  interviewed  were  all  too  ready  to  blame  something 
external  — the  subversive  influence  of  the  sect  leaders  — for  what  had 
gone  wrong.  The  Children  of  God  were  brought  up  by  people  who 
could  not  come  to  grips  with  their  world,  and  who  passed  on  their  un- 
certainty to  their  offspring.  Parents  and  children  are  locked  in  their 
common  befuddlement,  blindly  groping  for  a panacea. 

The  parents  of  the  woman  who  wanted  to  join  the  deprogramming 
group  persuaded  her  to  go  back  to  school  instead.  In  general,  the 
parents  involved  in  the  kidnappings  seem  only  to  want  their  children 
to  revert  to  the  outward  normality— the  acceptably  disguised  irresolu- 
tion and  dependency— that  they  exhibited  before  their  religious  con- 
version. One  father  said,  “I’m  sure  it  will  take  two  years  to  rebuild  what 
those  kids  destroyed  in  a week.”  But  what  real  stability,  what  ground- 
ing in  life  could  his  daughter  have  had  in  the  first  place  if  ‘those  kids’ 
could  destroy  it  in  a week?  And  how  rebuild  it—  by  sending  her  back  to 
school  and  church,  where  her  unsure  sense  of  herself  was  nurtured? 
Couldn’t  Ted  Patrick  kidnap  some  very  young  children  from  their 
homes  and  schools  and  try  to  deprogram  them? 

The  Scope  of  the  Problem 

The  relationship  between  addiction  and  the  loss  of  personal  bearing  in 
an  institutionalized  society  extends  throughout  the  modern  Western 
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world. \Nonetheless,  it  is  only  in  America  among  Western  countries  j j 
that  heroin  addiction  has  become  an  unmanageable  social  problem^  It  j j 
was  only  in  America  that  a concerted  bureaucratic  campaign,  involving  j 
government,  law,  and  medicine,  inflamed  the  public  with  fear  and 
loathing  of  the  drug  and  its  users.  And  it  was  there  that  the  physiologi- 
.cal  myth  of  drug  dependence— the  idea  that  the  individual’s  indepen-  j 
dent  will  is  powerless  before  the  inexorable  action  of  a drug— was  fer-  | 
vently  propagated  and  maintained.  Thomas  Szasz  attributes  this  costly  ! 
irrationality  to  our  pervasive  ambivalence  about  personal  autonomy 
and  responsibility.  This  ambivalence  has  been  especially  pronounced 
in  America  because  of  a cultural  conflict  between  the  accelerating  in- 
stitutionalization of  life  which  began  in  the  mid- 19th  century  and  the 
ideal  of  individualism  which  Americans  had  believed  in  as  a sort  of  na- 
tional creed  and  had  tried,  with  questionable  success,  to  live  up  to  since 
the  first  colonies  were  founded  on  this  side  of  the  Atlantic^) 

Americans  were  responsive  to  opium  because  it  was  introduced  into 
the  country  at  a time  when  some  lulling  antidote  to  this  growing  gap 
between  ideal  and  fulfillment  was  very  much  needed.  At  the  same 
time,  the  drug’s  debilitating  chemical  action  served  to  symbolize  the 
futility  of  personal  aspiration  in  an  increasingly  bureaucratized  world. 
Opiates  came  to  be  used  addictively,  and  addiction  came  to  be  associ- 
ated with  opiates,  because  this  most  powerful  of  the  analgesics  (pain  — 
and  consciousness  of  pain-killers)  arrived  at  a moment  when  Ameri- 
cans were  threateningly  sensitized  to  both  the  allure  and  the  shame  of 
passive  submission  and  escapism.  It  is  worth  pondering  that  the  two  j 
decades  which  saw  the  largest  increase  in  opium  importation  into  the 
U.S.  (1890-1910)  began  with  the  closing  of  the  frontier,  symbolic  of  the 
death  of  classic  American  individualism.  (At  around  the  same  time, 
America  was  also  in  the  throes  of  a series  of  state  and  nation-wide 
prohibitions  of  alcohol,  culminating  in  the  ratification  of  the  18th 
Amendment  in  1919,  and  was  taking  up  the  cigarette  habit  in  a large- 
scale  way.) 

^Obviously,  a malady  so  deeply  embedded  in  our  cultural  life  cannot  be 
cured  by  rehabilitating  ‘drug  abusers’  any  more  than  by  locking  them 
up.  To  be  aware  of  the  full  extent  of  addiction  in  America  and  the 
Western  world  generally  is  to  recognize  that  it  cannot  be  eliminated  ex- 
cept by  a global  change  in  the  quality  of  our  lives,  which  in  turn  re- 
quires major  political  and  economic  readjustments.  Short  of  that,  an 


awareness  of  the  dimensions  of  addiction  can  help  us  deal  with  it  con- 
structively either  for  ourselves  or  for  others  whom  we  are  trying  to 
help.fFor  example,  while  one  addiction  may  be  less  destructive  or  more 
socially  acceptable  than  another,  it  is  ultimately  not  the  answer  to  treat 
one  addiction  by  substituting  another  (e.g.  methadone  for  heroin,  or 
dependence  on  Alcoholics  Anonymous  for  dependence  on  alcohol).  I 

Preventing  Addiction 

What  are  the  genuine  solutions  to  the  addiction  problem?  They  are  to 
bring  people  into  contact  with  themselves,  with  other  people,  with 
their  environment,  and  with  their  work  so  as  to  eliminate  the  need  for 
artificial  involvements  in  which  people  immerse  themselves  because 
they  see  no  alternative.  Such  a program  calls  for  nothing  less  than 
large-scale  changes  in  our  society,  in  the  ways  we  think,  relate,  and  pro- 
duce goods.  As  with  any  such  change,  the  larger  the  scale,  the  greater 
the  degree  of  improbability  that  it  will  take  place.  Recognizing  this,  we 
can  still  outline  the  dimensions  along  which  movement  will  be 
beneficial. 

Whenever  a work  or  professional  organization  is  able  to  give 
employees  a better  feel  for  the  product  of  their  labors,  the  result  will  be 
greater  identification  with  the  workers’  tasks  and  better  feelings  about 
work  and  self.  Arranging  work  groups  so  that  they  are  responsible  for 
an  entire  sub-assembly  of  a larger  product  (as  Volvo  has  done  in  a new 
plant  in  Sweden),  giving  members  of  an  organization  the  opportunity 
to  influence  decisions  about  the  way  work  gets  done,  and  allowing  in- 
dividuals the  maximum  latitude  in  making  their  own  work  schedules 
are  all  moves  of  this  sort.  Of  course,  if  an  individual  is  in  a position  to 
control  his  labors  entirely,  say  through  starting  a business  or  a farm  or 
whatever,  the  relevance  of  a person’s  labor  to  his  or  her  life  will  be 
even  that  much  more  direct.  While  the  prognosis  for  small  businesses 
has  been  bad  and  getting  worse  in  recent  years,  there  seems  to  be  a 
growing  minority  willing  to  try  this  route,  and  to  make  the  sacrifices  it 
entails. 

For  any  individual,  it  goes  without  saying  that  doing  the  most  appealing 
work  that  is  realistically  possible  will  leave  the  least  room  for  perpetual 
yearnings.  In  a down  economy,  however,  people’s  natural  conservatism 
in  making  basic  economic  decisions  is  exacerbated.  On  the  other  hand, 
when  obvious  options  are  not  readily  available,  people  are  sometimes 
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made  to  think  more  deeply  and  range  more  widely  in  determining  what 
they  will  do  for  a living.  Education,  too,  hopefully  can  serve  to  give  a 
person  a chance  not  only  to  rehearse  the  skills  required  in  making  a liv- 
ing, but  also  to  gain  a feeling  for  the  performance  of  various  jobs.  The 
acquisition  of  both  job  skills  and  a perspective  of  what  different  work  is 
like  is  fostered  by  an  education  which  is  reality  oriented  and  which 
offers  the  chance  for  real-world  involvements.  Ivan  Illich’s  detailed 
framework  in  Deschooling  Society  for  how  such  an  education  may  take 
place  is  an  extremely  valuable  aid  to  our  notions  about  combatting  ad- 
diction. 

The  other  essential  category  into  which  we  divide  our  lives  is  social. 
Here  the  movement  in  society  which  would  most  relieve  the  pressures 
that  individuals  and  couples  now  bear  is  in  the  direction  of  greater  feel- 
ings of  community.  Construction  of  housing  units  with  this  in  mind- 
including  allowance  for  the  presence  of  people  of  different  ages  — and 
the  planning  of  districts  and  cities  to  facilitate  regular  group  ex- 
periences are  crucial  steps.  As  far  as  individuals  and  families  go, 
becoming  part  of  a neighborhood  or,  where  that  is  not  possible,  groups 
which  meet  regularly  around  some  activity,  offer  the  chance  to  escape 
the  peculiar  kind  of  alienation  that  most  of  us  live  with  in  our  modern 
era. 

Whenever  an  individual  can  find  nurturance  in  a range  of  human  con- 
tacts, the  insecurity  and  volatility  which  lead  to  an  unhealthy  depen- 
dency of  any  sort  (or  often,  a series  of  such  dependencies)  is  lessened. 
Learning  to  allot  time  and  attention  to  other  than  primary  love  rela- 
tionships means  going  against  trends  inculcated  and  reinforced 
throughout  our  culture,  but,  with  events  like  the  women’s  movement, 
there  have  been  encouraging  recent  developments  in  this  area.  There 
has  also  been  a great  deal  of  activity,  however,  unorganized,  in  the 
realm  of  alternatives  to  conventional  marriage.  That  a need  is  felt  for 
some  modification  of  the  historically  recent,  emotionally  exclusive 
nuclear  family  cannot  be  denied.  As  yet,  much  of  the  reaction  has  been 
in  the  form  of  more  of  the  same,  say  through  divorce  and  remarriage  or 
through  casual  sexual  experimentation.  But  where  there  is  activity  of 
this  kind,  there  is  also  bound  to  be  some  genuine  effort  to  create 
broader-based  intimate  relationships  which  are  at  the  same  time  sub- 
stantial and  lasting. 
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Beyond  working  and  loving,  or  underlying  them,  are  feelings  of  con- 
tentment with  oneself.  Being  able  to  withstand  addiction  means  prin- 
cipally having  the  ability  to  enjoy  being  alone  at  times,  and  to  make 
constructive  use  of  such  time.  This  may  require  cultivating  skills  once 
possessed  but  now  forgotten,  such  as  reading  or  participating  in  a sport. 
Such  activities  have  the  additional  benefit,  besides  filling  time,  of  giv- 
ing one  a sense  of  improved  physical  or  mental  functioning.  There  is 
now  a number  of  spiritual/physical  practices  in  which  many  people 
regularly  engage  for  this  purpose.  Running  is  among  the  most  popu- 
lar—and  is  probably  the  best— of  these.  Also  widespread  is  the  use  of 
meditation  and  related  techniques.  In  principle,  as  long  as  the  focus  of 
such  an  exercise  is  to  gather  one’s  internal  resources  together  while 
relaxing,  it  serves  an  admirable  function.  There  are  other  ways  to  do 
this  besides  through  strict  meditation:  for  example  through  gardening 
or  any  physically  and  emotionally  regenerative  activity.  It  is  when  the 
practitioner  of  some  type  of  spiritual  endeavor  makes  it  the  centerpiece 
of  his  or  her  existence,  and  sees  it  as  a salvation,  that  it  may  come  to  act 
more  as  an  addiction  than  as  an  antidote  to  addiction. 

Another  benefit  that  often  comes  from  an  activity  which  involves  get- 
ting in  touch  with  one’s  body  is  that  it  may  change  a person’s  notion  of 
physical  health,  and  how  to  maintain  it.  Instead  of  being  a passive  con- 
sumer of  medical  services,  the  individual  actively  keeps  up  his  or  her 
body.  For  full  impact  on  a person’s  notion  of  keeping  healthy,  such  an 
exercise  or  athletic  program  should  be  combined  with  an  active  orien- 
tation towards  medical  care  itself.  For  example,  the  person  should 
regard  himself  as  an  active  collaborator  with  his  doctor  in  his  or  her 
own  health  care.  In  doing  so,  we  add  the  other  main  ingredient  to  inter- 
nal peace  in  the  array  of  weapons  against  addiction.  As  long  as  most  of 
us  continue  to  live  our  lives  within  a complex  institutional  environ- 
ment, we  must  cultivate  an  active  voice  in  all  those  matters  which 
affect  our  destinies.  To  do  otherwise,  to  allow  management  of  our  lives 
to  fall  passively  to  those  institutions  and  to  the  popular  opinion  which 
all  around  tell  us  how  to  live,  means  giving  up  a sense  of  our  desires  and 
needs,  which  so  often  leads  to  the  substitute  need  fulfillment  of  addic- 
tion. 
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ACCEITTUATinG  THE  POSITIVE: 
Strength-oriented  Treatment 

by  Peter  Bohm 


It  has  been  said  that  the  helping  professions  know  more  about  illness 
i and  disease  than  they  know  about  health,  cures,  and  rehabilitation. 

This  is  nowhere  more  true  than  in  the  drug  dependence  field.  For  ex- 
i ample,  we  know  that  a patient  moves  into  greater  jeopardy  when  any  — 
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or  all  — of  the  following  is  increased:  types  of  drugs  used;  dosage  of 
drugs  used;  frequency  and  extent  of  daily  drug  use;  time  between 
abstinent  periods;  intravenous  administration;  other  pathological  cir- 
cumstances. Sometimes  these  facts,  in  their  extremity,  can  cloud  our 
perception  of  a patient’s  personal  and  social  resources. 

Change  Based  on  Strengths 

While  it  is  necessary  to  address  identified  problems  in  order  to  meet 
immediate  needs,  it  is  also  important  to  realize  that  changes  in  the  pa- 
tient’s future  behavior  require  that  the  helper  identify,  harness,  and 
reinforce  the  patient’s  areas  of  personal  and  social  strength.  As  Stephen 
Pittel,  PhD,  detailed  in  an  article,  “A  Systematic  Approach  to  Drug 
Abuse  Treatment  Referral,”  these  can  include:  sound  education  and 
vocational  backgrounds;  the  ability  to  form  meaningful  interpersonal 
relationships;  peer,  family,  and  social  ties;  a stable  residential  history; 
street  survival  skills  and  psychosocial  competence. 

Richard  B.  Stewart  elucidated  the  advantages  in  his  book  Behavioral 
Remedies  for  Marital  Ills : 

Positive  information  can  change  relationships,  while  negative  informa- 
tion can  only  stabilize  them.  This  axiom  is  based  on  the  logic  of  systems 
theory  (von  Bertalanfy,  1950)  which  suggests  that  servomechanisms 
that  provide  negative  feedback  can  correct  errors  in  functioning  while 
new,  positive  information  is  needed  for  system  change. 

Translated  into  human  terms  this  can  mean  that  people  depend  on 
developing  their  resources  in  order  to  change  their  problem  areas  for 
the  better. 


Often  patients  are  assigned  to  therapies  which  use  an  approach 
matched  to  their  weaknesses  rather  than  their  strengths.  This  can  over- 
whelm the  patient  and  contribute  to  his  sense  of  failure  (e.g.  a patient 
who  has  difficulty  relating  on  a one-to-one  basis  is  often  assigned  to  in- 
dividual psychotherapy,  which  requires  skills  he  doesn’t  have.) 

Accentuating  the  Positive 

Answers  to  questions  such  as  “What  do  you  like?”  and  “What  are  you 
good  at?”  are  key  to  launching  an  optimistic  start  in  treatment  and 
referral.  For  example,  based  on  Pittel’s  six  areas  of  strength  informa- 
tion it  may  be  desirable  for: 

— patients  with  sound  educational  and  vocational  backgrounds  to 
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enter  a program  of  treatment  which  is  connected  to  continuing 
education  and/or  employment; 

— patients  able  to  form  meaningful  interpersonal  relationships  to  be 
treated  using  an  individual  psychotherapeutic  relationship; 

— patients  with  close  peer,  family,  and  social  ties  to  undergo  family 
therapy; 

— patients  with  a stable  residential  history  to  enter  a residential  pro- 
gram; 

— patients  with  good  street  survival  skills  and  psychosocial  compe- 
tence to  be  treated  in  an  outpatient  program  designed  to  redirect 
these  skills. 

By  building  on  these  strength  areas,  a patient  will  likely  experience 
some  immediate  success  which  can  initiate  important  therapeutic  mo- 
mentum, i.e.  create  additional  motivation  to  use  the  treatment  program. 
One  may  even  find  that  treatment  is  not  necessary! 

Importance  of  Faith 

It  is  important  to  match  patients  to  referrals  according  to  their  percep- 
tion of  their  problem  as  well  as  by  their  personal  strengths  and  needs. 
Patients  who  see  their  drug  dependence  as  predominantly  a medical, 
psychological,  behavioral,  or  moral  problem  seem  to  do  better  in 
facilities  which  offer  services  to  match  those  perceptions.  Why?  We 
don’t  really  know,  but  probably  it’s  because  faith  in  the  treatment  pro- 
gram is  an  active  ingredient  in  success.  Whatever  the  reason,  if  a 
patient  can  articulate  his  perception  of  the  problem  clearly,  this  under- 
standing represents  another  strength  which  can  be  tapped  for  increas- 
ing the  probability  of  treatment  success. 

In  point  form,  then,  the  following  results  outline  the  advantages  of  ap- 
propriate use  of  strength-oriented  patient  assessment  data: 

1.  Increased  prognosis  of  success  in  cases  which  may  otherwise  look 
bleak  or  hopeless. 

2.  Aid  in  selection  of  appropriate  treatment,  aimed  at  significant  im- 
provement rather  than  problem  stabilization. 

3.  A perspective  for  identifying  patient  strengths  which  can  be  built 
upon  with  a positive  view  rather  than  a pathological  one. 

4.  Generation  of  hope  and  motivation  in  patients,  a requirement  for 
success. 

5.  A possible  indication  that  formal  treatment  is  not  necessary- 
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which  will  gratify  the  patient  and  save  us  all  a lot  of  time  and 
money. 

6.  In  an  overall  sense,  by  focusing  on  strengths  one  is  forced  to  view 
patients/clients  in  functional  terms  (i.e.  identifying  the  personal, 
social,  and  physical  factors  which  are  reinforcing  for  that  in- 
dividual). These  forces  and  factors  can  be  utilized  to  design  a 
treatment  response  which  is  meaningful,  understandable,  and  ac- 
ceptable to  a given  client  in  terms  familiar  to  him/her. 

The  Negative  Data 

To  appreciate  the  philosophy  behind  a strength-oriented  treatment  ap- 
proach, consider  the  following  case  of  S,  a 25-year-old  heroin  addict. 
DRUG  USED-  heroin 
ROUTE—  intravenous 

FREQUENCY—  three  fixes  per  day  (average) 

AMOUNT-  $100  per  day 

OTHER  DRUGS—  multiple  non-medical  drug  use  (amphetamines, 
alcohol,  cannabis) 

CRIME—  heavily  involved  in  burglary,  shoplifting 

PEERS—  common-law  wife  is  a prostitute  and  emotionally  disturbed 

(depressed) 

BEHAVIOR—  overtly  pessimistic,  sarcastic,  and  preoccupied  with 
violence 

If  one  was  asked,  given  this  information  only,  to  estimate  this  man’s 
prognostic  chance  of  becoming  free  from  opiate  use— using  a 10-point 
scale  (10  being  the  best  chance  of  successfully  terminating  opiate  use) 
and  knowing  that  only  from  5%  to  35%  of  heroin  addicts  achieve  absti- 
nence—a rather  low  score  would  likely  be  given. 

The  Positive  Balance 

Now  take  note  of  the  following  strength-oriented  patient  assessment 
data  for  this  same  individual. 

EMPLOYMENT—  leader/manager  of  a rock  (professional)  band 
INCOME—  $200  per  week  from  the  band,  $400  per  week  from  thefts 
(plus  wife's  income) 

PHYSICAL  STATUS—  no  obvious  dysfunction 

LEGAL  STATUS—  no  charges,  no  arrests 

COMPETENCE  INTELLECTUALLY-  full  scale  I.Q.-145 
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Figure  l 


STEPS  IN  PSYCHOTHERAPY 
AND  COUNSELING 


Evaluation  should  also  be  an  integral  component  of  each  previous  step. 


FAMILY—  parents  and  wife’s  parents  available  and  interested 
HOUSING—  apartment  maintained 

IMPROVEMENTS—  has  periodically  withdrawn  from  opiate  use 
PERCEPTION  OF  PROBLEM—  sees  problem  as  social/financia// 
medical  (worried  about  marital  relationship,  physical  effects,  and, 
although  preference  is  heroin,  can’t  always  afford  it) 

PERCEPTION  OF  SOLUTION  — medical  care  (medication), 
marital  counseling,  and  discovery  of  cheaper  \ highs’ 

In  the  light  of  this  information,  make  another  prognostic  rating  from  1 
to  10  (10  being  the  best  chance  of  achieving  abstinence  from  opiates). 
Comparing  the  scores,  how  large  is  the  difference?  Why  is  there  a 
difference?  What  treatment  approach  is  indicated  with  S? 

High  Points  of  Treatment 

The  following  outline  covers  the  high  points  of  the  treatment  provided 
in  this  case.  Figure  1 describes  the  steps  in  therapy,  generally  concep- 
tualized. 

1.  The  ‘prepare’  step  has  to  do  with  what  has  to  be  done  before  one 
ever  sees  the  client.  In  this  case,  it  meant  making  sure  the 
therapist  knew  what  there  was  to  know  about  the  treatments  and 
treatment  outcomes  for  opiate  addiction. 

2.  The  ‘explain’  step  refers  to  beginning  to  purposely  structure  the 
treatment  approach  by  explaining  briefly  how  the'  problem  is 
being  viewed.  In  this  case,  it  was  pointed  out  that  the  therapist 
was  willing  to  work  on  S and  his  wife’s  relationship  problems,  a 
physician  would  look  after  their  medical  problems,  and  the 
methadone  program  was,  through  gradual  withdrawal,  their  best 
bet  in  dealing  with  their  opiate  problem. 

3.  The  ‘explore’  step  consisted  of  gradually  gaining  their  trust,  iden- 
tifying their  assets  and  liabilities,  and  responding  to  their  immedi- 
ate needs  (e.g.  improving  their  social  and  interpersonal  problems 
and  arranging  medical  services  for  S’s  wife). 

4.  The  ‘understand’,  step  consisted  here  of  establishing  goals  of 
treatment  and  outlining  a treatment  contract.  An  important  part 
of  this  consisted  of  agreeing  to  work  on  altering  their  behavior 
patterns  while  on  long-term  methadone  withdrawal. 

5.  The  ‘act’  step  involved  following  through  with  the  therapists’  in- 
tervention contract,  i.e.  pharmacotherapy  and  counseling. 

6.  The  ‘compare’  step  simply  refers  to  periodically  looking  at 
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progress  in  terms  of  criteria  established  (opiate  use,  crime,  mar- 
riage, alternative  behaviors). 

7.  The  ‘maintain’  step  involves  following  up  treatment  interven- 
tions to  continually  reassess,  compare,  and  reinforce  improve- 
ment. This  was  done  by  telephone  and  collaboration  with  other 
agency  contacts. 

8.  The  ‘research’  step  has  to  do  with  documenting  and  re-evaluating 
the  whole  process  and  contributing  what  is  learned  to  clinical 
knowledge  so  that  the  procedure  can  be  refined  and  prepared  for 
future  cases. 

Outcome  of  Case  Example 

At  one  year  follow-up  and  again  at  two  year  follow-up,  S is  maintaining 
an  opiate  free  life  pattern.  He  is  working  as  an  electrician,  has  moved 
out  of  Metro  Toronto  to  a small  village  50  miles  away,  has  taken  up  a 
number  of  non -drug  pastimes  from  which  he  gets  ‘high’  (e.g.  bicycling 
and  canoeing),  and  works  as  a volunteer  in  an  outpatient  drug  program. 
He  and  his  wife  have  also  joined  a local  church  and  continue  in  coun- 
seling. 

One  can  speculate  ad  infinitum  about  the  exact  cause  of  S’s  change 
for  the  better.  However,  one  fact  seems  quite  certain.  Strength-oriented 
assessment  factors  played  an  important  role  in  accepting  S for  treat- 
ment, planning  that  treatment,  and  providing  a sense  of  optimism 
which  offset  a rather  dismal  prognostic  cloud  covering  the  surface. 

A ‘miracle’  cure  for  something  as  complex  as  drug  dependence  is  not  a 
likely  event.  A systematic,  individualized  approach  to  identifying  and 
building  on  patient  strengths,  in  a way  which  taps  treatment  resources 
only  when  they  have  a chance  of  being  effective,  can  and  does  work.  If 
nothing  more,  it  allows  the  patient  to  recover  on  his/her  own  power. 
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• lia  m*  fleets*  HethmUme: 
tmi*i*t‘rsonHi  Odyssey 


by  Alec  Dubro 


I’m  31  years  old,  white,  male,  and  single.  I have  a college  degree,  and  I 
currently  make  my  living  as  a freelance  writer  and  editor.  For  the  past 
15  months  I’ve  been  on  a methadone  program  in  Berkeley,  California. 

I decided  to  write  this  article  because  of  what  I feel  is  a very  large 
vacuum^  As  far  as  I’ve  been  able  to  tell,  there  are  no  personal  views  of 
methadone  written  by  addicts— although  there  are  a great  many  liter- 
ate addicts.  It’s  probably  a good  indication  of  the  way  in  which  social 
programs  are  administered  in  this  society.  There  are  plenty  of  statistical 
reports  compiled  by  investigators  from  one  or  another  branch  of  one  or 
another  government.  There  are  quite  a few  exposes  in  the  popular  press 
designed  to  excite  the  public  whenever  someone  is  caught  stealing  the 


31 


methadone,  or  whenever  a neighborhood  group  shakes  off  its  languor 
to  oppose  the  establishment  of  a clinic  in  its  midst.  Every  now  and 
then,  there’s  a story  about  Mr  X Addict  and  how  he  pulled  himself  up 
by  the  bootstraps  from  a life  of  rip  and  run  to  become  the  best  damn 
janitor  in  the  country.  And,  there  are  stories  by  the  left— or  occa- 
sionally the  right— which  reveal  that  methadone  is  a government  plot 
to  control  the  poor  or  to  bring  untold  wealth  to  some  drug  manufac- 
turer. 

While  all  these  types  of  stories  contain  a certain  amount  of  truth,  and  a 
modicum  of  relevance,  they  are,  of  course,  peripheral.  Methadone  is 
not  a story;  the  people  involved  are.  And  the  most  important  people  are 
those  most  directly  involved,  i.e.  the  addicts.  What  are  their  ex- 
periences, and  what  are  their  opinions? 

I certainly  can’t  speak  for  all  addicts  — not  even  for  all  the  addicts  on  my 
program  — but  I can  speak  for  myself.  I make  no  claims  of  objectivity, 
but  I do  promise  carefully  considered  opinion  and  a reasonable 
reconstruction  of  the  past.  And  despite  the  mountains  of  statistics 
those  in  power  use  to  justify  their  actions,  considered  opinion  is  all,  in 
the  end,  that  any  of  us  has. 

So  I thought  it  worth  your  time  to  explain  who  I am  and  ho.w  I came  to 
be  on  methadone.I 

In  Love  with  Degeneracy 

My  first  try  at  an  illegal  drug— marijuana— was  a failure;  I didn’t  know 
how  to  smoke  and  I didn’t  get  high.  I smoked  it  in  a loft  in  lower  New 
York  on  the  evening  of  November  22,  1963,  an  easy  date  for  most 
Americans  to  remember— John  F.  Kennedy  was  shot  that  afternoon.  I 
was  just  19,  which  is  now  a fairly  advanced  age  to  begin  using  dope,  but 
at  that  time  the  word  ‘hippie’  wasn’t  used,  Timothy  Leary  was  still  a 
psychologist  at  Harvard,  and  the  Beatles  hadn’t  yet  stormed  North 
America. 

In  1963  there  was  absolutely  no  peer  pressure  to  use  drugs.  In  fact,  I 
seriously  doubt  that  1%  of  the  students  at  the  University  of  Massachu- 
setts in  Amherst— where  I was  a sophomore— had  ever  used  anything 
other  than  alcohol.  I began  using  drugs  for  a very  simple  reason:  I 
wanted  to.  While  I don’t  think  I was  aware  of  the  implications  of  the 
word,  I was  wholly  alienated  from  almost  every  aspect  of  middle-class 
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life  around  me.  Through  a native  brightness,  I had  managed  to  talk  my 
way  through  high  school  very  successfully;  in  fact,  I was  even  voted 
Most  Likely  To  Succeed  in  a class  of  600.  But,  when  I reached  the  large 
university  the  sham  collapsed,  and  I found  little  reason  to  make  any 
effort,  although  I had  no  idea  of  what  else  to  do. 

As  a melodramatic  undergraduate,  I fell  in  love  with  degeneracy.  I read 
a great  deal  — although  little  of  what  was  assigned—  and  I studied  books 
like  John  Rechy’s  City  of  Night,  Chandler  Brossard’s  The  Bold 
Saboteurs,  and  Junkie  by  William  Burroughs.  I knew  from  experience 
that  happiness  was  clearly  out  of  my  grasp  but  perhaps,  with  effort,  I 
could  achieve  unhappiness  with  class,  like  the  people  in  those  books. 
Looking  back,  I know  that  I felt  very  little  in  those  days  other  than 
being  more  or  less  depressed.  Anything— even  feeling  bad— was  better 
than  feeling  nothing.  Degeneracy,  or  evil,  seemed  vastly  preferable  to 
the  dull,  bleak  world  I knew. 

Time  of  Choice 

''/This  may  sound  a bit  impressionistic,  and  it  might  seem  that  I’m  not 
your  average  junkie,  but  I’ve  found  that  there  is  no  such  thing. 
Although  much  of  the  public  sees  addicts  in  only  a few  stylized  poses, 
among  us  there’s  as  much  variation  as  there  is  in  any  group  of  profes- 
sionals. f 

^Although  many  addicts  will,  after  some  time  into  their  life  of  addiction, 
look  back  and  blame  their  social  condition  for  their  misery  (which  is 
not  false),  there  was  always  a time  of  choice.  No  matter  what  class  or 
group  they  came  from,  most  people  did  not  become  addicts.  But  I feel 
that,  in  many  ways,  the  choice  to  take  drugs  is  a positive  one.  Choosing 
to  be  a junkie  is  choosing  something : it’s  a life  of  ups  and  downs 
(literally)  but  it  seems  more  than  a pointless  existence  in  which  pitiful 
material  rewards  are  given  to  those  with  the  least  character,  whose  lives 
stretch  on  in  servitude  and  loneliness.  Of  course,  most  addicts  become 
aware  in  pretty  short  order  that  their  cure  is  no  cure  at  all.  But  in  your 
teens  and  early  twenties,  when  most  people  begin,  this  is  an  easy  thing 
to  overlook] 

My  first  drug  years  were  ones  of  many  joints,  many  bottles  of  cough 
syrup,  and  many  pills.  Amphetamines  were,  at  the  time,  much  cheaper 
and  more  in  vogue  than  heroin,  and  ostensibly  more  appropriate  for 
students.  During  this  time  I began  trying  to  overcome  my  squeamish- 
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ness  about  sticking  a needle  in  my  vein.  During  my  teens,  I had 
received  allergy  shots  from  a nurse  who  lived  next  door,  so  I wasn’t 
afraid  of  needles  per  se,  but  I did  grow  faint  at  the  sight  of  so  much  pur- 
ple blood.  Then,  one  summer  evening,  after  50  misses,  I finally  did  it.  I 
was  so  overjoyed  that  I sat  down  and  wrote  an  A paper  for  my 
Shakespeare  class.  From  then  on,  I maintained  that  I could  ace  any 
paper  if  I only  had  enough  speed  and  a sharp  set  of  works.  Even  flunk- 
ing out  next  semester  didn’t  convince  me  of  the  error  of  my  ways.  But, 
the  real  point  is,  when  I did  finally  shoot  up,  I felt  a genuine  and  lasting 
sense  of  accomplishment.  I had  overcome  a fear  and  had  crossed  a 
bridge. 

It  wasn’t  until  1967  that  I began  using  heroin  frequently.  I had  man- 
aged to  graduate  from  university  and  left  the  East  behind  for  Califor- 
nia. But,  after  four  tumultuous  years  in  the  Golden  State,  which  in- 
cluded a year  and  a half  on  heroin,  a three-month  ‘cure’  in  a state  hos- 
pital, a short  relapse  and  self-cure,  a marital  breakup,  and  a boost  to  my 
writing  career,  I went  back  to  the  only  other  place  that  could  pass  for 
home— Amherst.  For  a year  and  a half  I laid  low  in  New  England. 

I spent  the  time  writing  articles  for  a slick  magazine,  riding  around  the 
countryside  in  my  ’65  Corvair,  working  for  Peace  in  Vietnam,  Gestalt- 
ing  in  groups,  studying  T’ai  Chi,  taking  Quaaludes,  and  generally  get- 
ting bored.  After  this  year  and  a half,  I had  really  had  quite  enough  and, 
in  the  middle  of  the  Great  Gasoline  Shortage,  I decided  to  let  New  Eng- 
land freeze  by  itself.  I packed  up  the  Corvair  and  left  for  parts  South 
and  West.  New  Orleans,  Texas,  Santa  Fe,  and  Southern  California 
bored  me  too,  and  even  though  the  Corvair  breathed  its  last  in  Santa 
Barbara,  I managed  to  get  myself  and  my  possessions  back  to  Berkeley. 

End  of  the  Line 

Whatever  action  I had  been  missing,  I immediately  made  up  for.  I 
began  dealing  marijuana  and  acquiring  lovers  and  drug  habits  as  fast  as 
I could  talk.  In  the  space  of  one  year—  1974-75  — 1 crossed  the  country 
five  times,  flew  to  Hawaii,  and  ran  off  to  Mexico.  I made  more  money 
than  I had  ever  seen,  and  lost  it  nearly  as  quickly.  As  soon  as  I began 
shooting  dope,  I began  to  take  evasive  action,  trying  to  run  away  from 
the  problem.  But  all  that  motion  didn’t  equal  progress. 

It  was  apparent  to  me  that  I had  reached  the  end  of  the  line.  I went  east 
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around  Christmas,  and  suffered  through  some  very  bad  and  scary  with- 
drawals in  New  York  City.  However,  I decided  to  stay  there,  avoiding 
my  creditors  and  connections,  and  recouping  my  losses.  I made  some 
money  by  selling  grass  and  by  driving  a load  of  it  from  Texas  to  New 
York  but  personally  had  never  been  so  drug-free  in  my  adult  life.jfl 
didn’t  even  have  a drink  for  three  months.  But,  no  matter,  it  was  an 
empty  life.  Something  was  wrong,  and  I knew  that  I couldn’t  last  in  ex- 
ile forever,  no  matter  how  clean  I was.* 

One  night  in  New  York  I saw  the  film,  California  Split,  and  it  triggered 
something  in  me.  I couldn’t  sleep  from  that  night  on:  I was  speeding, 
railing,  fighting  with  myself  over  whether  to  stay  or  go,  but  it  was  no 
contest.  I picked  up  a driveaway  car  in  Bridgeport,  Connecticut  and 
drove  straight  through,  sleeping  for  a few  fitful  hours  when  exhaustion 
took  over.  I made  it  in  80  hours  coast  to  coast,  with  two  repair  stops,  ar- 
riving in  Berkeley  at  2 a.m-}  Within  minutes,  I stepped  into  a waiting 
needle.  I had  found  home;; 

Horror  of  Commitment 

I chose  methadone  somewhat  reluctantly,  even  though  I knew  it  was  a 

1 relatively  successful  treatment.  It  seemed  to  have  a horrible  finality 
about  it.  For  one  thing,  it  meant  going  public,  a coming  out  of  the 
closet;  but  this,  it  turned  out,  was  one  of  the  best  aspects  jof  the  pro- 
gram. It  forced  me  to  confront  the  fact  that  I was  an  addict.  Now,  it 
may  be  difficult  to  understand  how  I might  think  otherwise,  after  living 
a life  like  the  one  I’ve  described,  but  deny  it  I did.;" 

How  could  I be  a real  addict?  Real  ones  had  jailhouse  tattoos  and  miss- 
ing fingers,  or  were  Black  whores  or  Spanish  burglars.  I was  just  a 
middle-class  kid  going  through  a stage,  and  if  my  adolescence  did  seem 
to  drag  on  a bit  too  long,  well,  any  day  now  I would  straighten  out. 
Around  the  time  I had  to  decide  just  what  I was  going  to  do  about  this 
extended  adolescence,  I sat  bolt  upright  and  realized  that  in  order  to  get 
out  from  under  it,  I would  have  to  cop  to  it.  I was  a junkie,  and  choosing 
methadone  meant  that  I was  a serious  addict  and  faced  a serious  period 
of  change. 

jl  had  — and  continue  to  have— a horror  of  commitment.  I especially 
loathed  the  thought  of  being  tied  down  for  maybe  years  to  come.  I had 
evolved  a lifestyle  that  precluded  security  and  stasis.  But  I made  this 
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decision  out  of  desperation,  and  out  of  a knowledge  of  the  alternative. 
It’s  pretty  easy  for  anyone  to  come  up  with  philosophical  objections  to 
methadone,  but  I had  to  make  a real  choice  in  the  real  world.  Ob- 
viously, it  would  be  preferable  to  kick  drugs  without  resorting  to  other 
drugs.  However,  I hadn’t  found  this  to  be  even  remotely  possible. 

The  only  alternative  was  a drug-free  program.  The  community  at  large 
seems  to  find  this  much  more  acceptable  than  methadone.  Their  taxes 
aren’t  used  to  buy  dope  for  the  junkies  and  most  of  the  drug-free  pro- 
grams have  a nicely  chastening  quality  to  them.  But  they  don’t  appeal 
to  me.  The  fact  is,  most  or  all  drug-free  programs  restrict  your  life 
nearly  as  severely  as  does  jail.  Those  based  on  the  Synanon  model  seem 
to  me  to  be  brutal  and  degrading,  have  a fascist  hierarchy,  and  work  on 
the  assumption  that  addicts  can’t  function  without  supervision.  In 
short,  they’re  punitive,  and  I,  for  one,  don’t  feel  that  I did  anything  that 
I should  be  punished  for.  As  President  Ford  said  about  his  predecessor, 
“He’s  suffered  enough.”^ 

Temporary  Switch  of  Allegiance 

'Over  the  years,  I’d  tried  a number  of  methods  to  get  away  from  drugs, 
all  with  a singular  lack  of  success.  In  fact,  I ran  to  a doctor  the  first  time 
I got  high  (the  drug  was  Romilar  CF  cough  syrup),  and  have  been 
going  to  someone  ever  since.  They  couldn’t  stop  me  from  doing  what  I 
wanted  to  do.  This,  of  course,  is  the  impossible  nature  of  the  medical 
approach  to  problems  like  alcoholism  and  other  drug  addiction,  or  any 
of  the  psychosomatic  ailments  that  comprise  about  80%  of  the  diseases 
of  modern  man.  We  devise  symptoms  that  we  wish  to  exhibit,  at  least 
partly,  and  doctors  sell  us  drugs  to  cover  up  the  symptoms.  It’s  a losing 
battler) 

But,  that  didn’t  stop  me  from  trying.  For  about  a year,  during  1967,  I 
went  to  a Freudian  psychiatrist  who  specialized  in  treating  people  with 
drug  and  sex  problems.  He  tried  to  talk  me  out  of  engaging  in  this 
dreadful  lower-class  affliction.  He  was  a decent  enough  man,  who  I 
happened  to  personally  like,  but  all  he  succeeded  in  doing  was  to  tem- 
porarily switch  my  allegiance  from  heroin  to  alcohol.  When  I finally 
(and  barely)  graduated  from  university,  he  presented  me  with  a bottle 
of  Piper-Hiedseck  1959,  so  I’d  learn  about  the  finer  things  of  life  and 
cease  shooting  dope  or  drinking  Wild  Irish  Rose  with  the  other  middle- 
class  bums.  A few  years  later  he  moved  to  California,  and  I visited  him 
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at  his  place  near  L.  A.  After  years  of  treating  homosexuals,  he  had  come 
out  of  the  closet,  sexually,  and  I noticed  he  was  using  Miltowns  rather 
heavily. 


Months  in  a Mental  Ward 

Over  the  next  few  years,  my  then  wife  spent  a few  months  in  a youth 
drug  unit  of  a state  hospital,  we  visited  several  family  counselor  types, 
and  we  both  began  to  drink  and  use  other  drugs  more  heavily.  Finally,  I 
went  through  a five-day  detox  at  Napa  state  hospital  in  California.  All  I 
did  was  sleep  sedated  the  whole  time.  I realized  that  I wouldn’t 
necessarily  keep  away  from  dope,  so  I put  myself  into  the  same  hospital 
my  wife  had  been  in.l'However,  I was  adjudged  too  old  for  the  youth- 
drug  unit,  so  I was  stuck  in  the  regular  mental  illness  ward  where  I was 
treated  as  if,  well,  as  if  I had  a mental  illness.  / 

For  three  and  a half  months  I spent  five  days  a week  in  the  ward  and 
weekends  at  home.  I could  never  figure  out  whether  living  with  people 
who  were  catatonic  and  others  who  were  under  restraint  made  me  feel 
relatively  sane  or  made  me  more  neurotic.  I do  know  that,  other  than 
learning  how  to  behave  in  group  therapy  and  how  to  shoot  decent  pool, 
I learned  nothing  of  any  use  in  the  outside  world,  li  think  that  I still 
have  a lot  to  learn  about  living  on  this  earth  with  the  rest  of  the  crazy 
people,  but  I don’t  think  I’m  mentally  ill,  whatever  that  means.  Fm  not 
sure  anyone  is,  even  people  who  insist  on  getting  themselves  strung 
out  on  dope.  For  the  most  part,  I think  getting  wasted  behind  dope  is  a 
fairly  rational  response  to  a set  of  impossible  choices,  and  branding 
people  as  sick  only  compounds  the  problem.] 

1 1 resented  the  way  I was  treated  at  the  hospital  and  I resent  the.  way 
most  people,  and  all  agencies,  treat  addicts.  Until  I got  on  the 
methadone  program,  I had  never  had  contact  with  any  reasonable  ap- 
proach to  addiction,  and  methadone  only  takes  it  half  way.  // 


Getting  onto  the  Program 

I The  process  I went  through  to  get  on  the  Berkeley  program  was  trying. 
For  some  reason  the  assumption  is  that  if  there  aren’t  enough  barriers 
just  about  everyone  will  want  to  get  on  methadone,  and  there  has  to  be 
some  way  to  keep  people  off.  Just  why  anyone  who  is  not  seriously  ad- 
dicted would  want  to  subject  himself  to  methadone  is  beyond  me,  but 
there  are  people  who  will  do  anything.  Like  me,  I guess.  I still  doubt, 
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though,  that  there  were  more  than  a handful  of  non-addicts  who  jived 
their  way  onto  programs.  In  any  case,  getting  onto  Berkeley,  the 
methadone  program,  is  almost  as  hard  as  getting  into  Berkeley,  the 
university/ 

^The  rules  of  the  program  are  as  follows:  you  must  have  been  addicted 
for  two  years;  you  must  be  21  or  over;  you  must  have  tried  on  two  pre- 
vious occasions  to  have  kicked  the  habit  or  rehabilitated  yourself 
(detox  program,  outpatient,  Synanon,  etc.);  you  must  prove  that  you’re 
now  an  addict  by  giving  three  dirty  urine  samples,  three  days  in  a row; 
you  have  to  pass  a physical  (although  I don’t  know  what  constitutes 
failure);  and  you  have  to  pass  a number  of  interviews  with  the  staff.  If 
this  is  all  in  order,  you  then  wait  while  written  proof  of  your  two  pre- 
vious attempts  to  stop  is  obtained,  and  then  you  have  to  wait  until  there 
is  an  opening  on  the  program. 

It  took  me  five  or  six  weeks  from  the  time  I applied  until  I got  my  first 
dose.  Although  I wasn’t  sure,  I was  hopeful  of  being  accepted.  Those 
last  weeks  were  so  edgy.  My  habit  was  fairly  substantial  and  I was  so 
afraid  of  being  busted  in  this  twilight  of  my  career  that  I borrowed 
money  from  relatives  and  other  legitimate  people  instead  of  figuring 
out  some  dealing  scheme.  It’s  been  noted  before  that  once  you  no 
longer  have  to  scramble  for  dope,  you  lose  the  ability  to  hustle  money. 
Now,  almost  a year  and  a half  later,  I’ve  never  made  enough  money  to 
pay  back  most  of  those  debts.  Somehow,  drugs  generate  a lot  of  cash 
flow,  but  it  stays  around  the  dopefl® 

At  any  rate,  on  July  8,  1975,  I was  on  the  program. 

Undemanding  but  Dominating 

Every  weekday,  rain  or  shine,  I get  up  around  6:30  a.m.,  get  on  my 
Honda  360,  and  ride  through  the  early  Berkeley  streets  for  1.8  miles  to 
a downtown  hospital  which  houses  the  Herrick-Berkeley  Community 
Methadone  Program.  I park  on  the  sidewalk,  go  through  a special 
entrance,  up  a flight  of  concrete  stairs,  down  a carpeted  and  fluores- 
cently-lit  hallway,  and  present  myself  at  the  half-door  which  is  the  dis- 
pensing station. 

On  any  given  day,  I might  be  called  on  to  urinate  into  a little  plastic  bot- 
tle, which  then  is  sent  off  to  a testing  lab.  When  I’ve  filled  the  bottle,  or 
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if  my  name  is  not  on  The  List,  as  it’s  called,  I present  my  pink,  lami- 
nated I.D.  card  and  receive  in  return  a disposable,  thin  styrene  cup  of 
barely-flavored  liquid  in  which  my  methadone  is  dissolved.  Most  drugs 
taste  bad  since  they  are,  after  all,  poisons,  but  synthetic  drugs  seem  to 
be  the  most  vile,  and  a cupful  of  methadone  is  definitely  not  the 
cheeriest  drink  in  the  early  a.m.  No  serious  effort  is  made  to  disguise 
the  taste  and,  to  this  day,  I cringe  a bit  every  time. 

That  done,  I may  stop  and  talk  with  some  of  the  staff  or  patients,  then  I 
leave.  I go  out,  get  on  my  bike,  go  home,  and  get  another  half  hour’s 
sleep  before  I start  the  day.  In  all,  the  whole  process  takes  a little  more 
than  half  an  hour.  On  Fridays,  I’m  given  two  plastic  child-proof  bottles 
of  the  methadone  solution  which  I have  to  place  in  a lockable  box  of 
my  own  supply.  This  is  my  reward  for  having  been  right-on  for  180 
days,  and  this  will  take  me  through  the  weekend.  However,  on 
weekends,  I seem  to  get  up  at  6:30  anyway,  drink  my  methadone,  and 
go  back  to  sleep.  [All  in  all,  the  daily  regimen  of  the  Berkeley 
methadone  program  is  pretty  undemanding.  Why,  then,  I continually 
wonder,  has  it  come  to  dominate  my  life  to  the  extent  it  has?^ 

Bevy  of  Side-Effects 

^Methadone  is  not  a particularly  interesting  drug,  which  may  be  its  pri- 
mary virtue.  When  I First  began  taking  it,  though,  there  was  a bevy  of 
bizarre  side-effects  (which  have  diminished  in  the  last  eight  months). 

On  my  first  day  I,  like  everyone,  was  given  a fairly  small  dose,  although 
how  small  I don’t  know  since  this  program  never  lets  anyone  know  his 
dosage  level.  This  kind  of  reeks  of  paternalism  but  it  does. present  most 
of  the  bickering  that  would  occur  if  Yussel  found  out  Mario  was  getting 
10  milligrams  more  than  he,  Yussel,  was  getting.  The  popular  fiction  is 
that  on  the  first  few  days  you  aren’t  given  enough  methadone  to  keep 
you  from  getting  sick  but,  in  fact,  heroin  is  generally  so  weak  that  any 
amount  of  methadone  will  keep  the  average  addict  in  the  pink. 

From  then  oivyour  dose  is  gradually  raised  until  you  reach  the  mainte- 
nance dose./This  dose  is  considerably  less  than  it  was  in  the  early  days 
of  methadone  maintenance  when  it  was  believed  that  catalepsy  \yas4he 
best  way  to  deal  with  addicts.  The  first  programs  in  New  York  often 
kept  people  on  several  hundred  milligrams;  now,  the  Berkeley^program 
won’t  go  over,  I believe,  80.  But,  it’s  still  enough  to  let  you  know  you’re 
a junkie. 
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At  the  beginning,  methadone  feels  like  a narcotic,  although  not  a very 
euphoric  one.  As  time  wears  on,  the  slightly  pleasant  high  becomes  less  I 
and  less  pronounced.  But  for  quite  a long  time,  you  have  to  battle  a con- 
stant nod.  For  the  first  few  weeks,  if  you  simply  sit  down  you  will  fall 
out.  There  were  days  when  I fell  asleep  six  or  seven  times,  and  I could  ; > 

still  sleep  at  night.  Since  I’d  suffered  from  insomnia  for  years  I didn’t ' 
mind  this  last  effect,  but  it  got  to  the  point  where  the  methadone  was 
interfering  with  most  everything.  I wasn’t  writing  much  then,  but  I did 
like  to  read  and  that  was  out  of  the  question. 

One  day,  I found  myself  battling  so  hard  to  stay  awake  and  I felt  so 
fuzzy  that  I was  sure  I’d  been  given  an  accidental  overdose.  Since  the 
clinic  was  closed,  I went  to  the  emergency  room  of  the  same  hospital. 
When  the  doctor  found  out  I was  on  the  methadone  program,  he  just  j 
dripped  contempt  that  I’d  wasted  his  time.  He  shone  a light  in  my  eye 
for,  oh,  three  seconds,  and  told  me  to  go  home  and  sleep  it  off.  That,  I 
found,  is  a common  attitude  toward  methadone  and  addicts  on  the  part 
of  many  in  the  medical  profession. 


Among  the  other  effects  was  a strange  numbness  in  my  hands  for  a few 
hours  after  I woke  up.  I’ve  had  to  deal  with  continual  constipation,  for 
which  we  are  ordered  to  take  some  kind  of  natural  laxative  made  out  of 
seaweed.  Great.  There’s  also  a problem  of  waking  up  with  a very  foul 
mouth,  a problem  I never  had  before,  even  on  heroin.  Sexual  dysfunc- 
tion is  supposed  to  be  one  of  the  problems  of  methadone,  but  frankly, 
I’ve  never  found  it  too  much  of  a bother.  For  the  First  few  hours  after  I 
take  my  dose,  it’s  almost  impossible  to  achieve  orgasm,  but  that’s  just  a 
matter  of,  ummm,  timing. 

I found  the  maximum  dosage  too  strong  for  me  so  I had  it  dropped 
down  some.  After  several  months,  the  grosser  side-effects  more  or  les^ 
disappeared.  In  addition,  over  the  past  year  I’ve  had  a number  of  dose 
reductions,  so  that  now  I’m  at  half  of  what  I got  when  it  was  at  its  high- 
est. I am  now  at  the  threshold  of  a real  detox,  and  here  is  where  it 
begins  to  get  a little  scary. 


Lines  of  Flight 

I’d  been  a heroin  addict  for  nine  years.  I once  went  nearly  two  years  in 
which  I shot  up  only  three  times,  but  that  was  an  exception.  Any  time 
spent  away  from  junk  was  usually  filled  with  alcohol  and  downers  — 


---  - 


, legally  and  financially  smoother  but  just  as  rough,  or  worse,  on  my 
mind  and  body.  In  other  words,  I spent  very  little  time  drug-free. 

It  showed.  If  not  in  my  face,  then  in  the  trail  of  unfinished  projects, 

! j years  of  inactivity,  relationships  damaged  or  ruined,  nights  of  sickness, 
days  of  hangover,  solitary  rooms,  lines  of  flight,  and  a virtual  cessation 
of  the  whole  process  of  maturation. 

For  a variety  of  reasons,  not  the  least  of  which  was  luck,  I made  it 
through  those  years  without  ever  being  arrested,  which  may  be  a 
record  of  some  sort  for  an  addict  who  wasn’t  born  rich.  I was  convinced 
that  I simply  could  not  have  made  it  in  prison  and  consequently  I didn’t 
push  it  in  touchy  situations.  There  were  some  very  close  calls,  and  I was 
seized  by  the  police  several  times,  but  I was  always  released  without 
| being  booked.  Not  because  I turned  someone  else  in,  but  because  I 
wasn’t  holding  enough  to  make  it  worth  their  while. 

i|  Once,  on  a freezing  day  in  Boston’s  South  End,  officers  O’Shaughnessy 
and  Callaghan  found  me  holding  a set  of  works  and  a concealed  weap- 
on—a knife  I won  at  Troop  13’s  Hanukkah  raffle— with  which  I in- 
tended to  remove  the  liver  of  one  Mario  deMastroiantonio  because  he 
burned  me  out  of  $10.  There  were  also  some  other  shadowy  characters 
in  that  filthy  cellar  that  day,  and  the  police  found  some  spoons  coated 
with  amphetamine  residue.  But  they  let  me  go.  They  said,  and  I quote, 
“You  look  like  you’ve  got  enough  problems  here.  Just  don’t  let  us  find 
you  here  again.”  They  didn’t,  but  only  because  our  schedules  didn’t 
mesh. 

A Great  Big  Dread 

I never  dealt  heroin  as  a regular  thing.  Occasionally,  if  I found  myself 
with  more  than  I could  use  in  a day  or  two,  I would  sell  some  to  a friend. 
Nor  did  I have  the  nerve  for  burglary.  The  one  crime  I did  indulge  in 
was  passing  bogus  prescriptions  when  I could  get  help  writing  them/ 1 
felt  that  I was  entitled  to  my  drugs,  and  no  one  was  cheated.  I was  act- 
ing on  the  assumption  that  narcotics  were  legal  and  I was  buying  them 
over  the  counter  at  the  legal  (inflated)  price.  It  was  still  a very  nerve- 
wracking  operation,  and  I keep  wondering  if  some  day  I’ll  have  to  make 
up  for  all  the  luck  I had  in  avoiding  arrest  in  those  days. 

In  any  case,  if  it  was  a choice  between  some  terribly  risky  situation, 
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fraught  with  danger,  and  going  sick,  I would  go  sick.  Going  sick  can  be 
pretty  awful,  but  it’s  not  as  it’s  depicted  on  TV.  It  may  be  in  Southeast 
Asia  or  Turkey  where  the  heroin  is  really  heroin,  but  here  in  North 
America,  with  junk  running  at  3%  tops,  I have  never  seen  anyone  go 
into  convulsions  or  hallucinations  or  any  of  the  grosser  symptoms  that 
fill  up  the  minute  before  the  commercial  on  Medical  Center.  I’ve  never 
smoked  cigarettes,  but  I have  a feeling  that  quitting  a heavy  nicotine 
habit  is  probably  similar  in  intensity.  Withdrawing  from  junk  made  me 
nauseated,  paranoid,  and  I could  not  sleep  for  days  on  end.  But  I ex- 
perienced worse  things  coming  down  from  amphetamines,  although 
for  shorter  periods  of  time.fThe  most  difficult  part  of  kicking  dope  is 
not  physical,  it’s  just  a great  big  dread.  And  the  hardest  part  of  trying  to 
end  an  addiction  isn’t  kicking  anyway,  it’s  staying  clean.  It  means  cre- 
ating a new  life  and  trying  to  make  it  work,  and  usually  there  isn’t 
enough  time  to  make  the  substantive  changes  before  the  old  urge 
returns! 

Caught  in  a Compulsion 

That  symptom,  the  craving,  has  never  been  described  very  well.  While 
it  varies  somewhat  from  person  to  person,  there  is  something  particu- 
larly horrible  about  being  caught  in  a compulsion  that  you  know  will 
damage  your  life.  There  is  a tension  that  you  feel  in  your  armpits,  a 
sweating,  and  a racing  feel  all  over.  Your  heart  seems  to  be  speeding  up 
and  you  feel  empowered  and  directed  even  though  you  may  have  been 
feeling  depressed,  listless,  and  with  little  will  to  continue.  You  now  find 
yourself  with  a goal  and  a need.  There  is  only  one  thing  that  will  satisfy 
this.  It’s  junk.  No  lesser  drug  will  do. 

This  is  why  it’s  impossible  to  try  to  reason  an  addict  out  of  going  to  buy 
heroin.  Or  appeal  to  his  better  judgment  or  sense  of  honor  or  basic,  de- 
cency. It’s  not  that  he  doesn’t  have  those  traits,  but  you  might  as  well 
try  to  talk  someone  out  of  the  need  to  eat  or  sleep  on  the  same  grounds. 
You  might  be  able  to  do  it  once  or  twice—  although  it’s  not  likely  — but 
it’s  a losing  battle. 

I always  lost  it  because  I had  neither  the  internal  or  external  restraints 
to  keep  from  heading  down  to  Ye  Olde  Connexion. /As  I said,  junk 
becomes  a reason  for  being;  it  provided  me  with  a reason  to  get  up  in 
the  morning,  a routine,  a form  of  excitement,  a tangible  and  immediate 
reward,  and  a whole  system.  Now,  you  can  say  that  life  isn’t  like  that, 
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that  rewards  come  slowly,  if  at  all,  and  gratification  must  be  delayed. 
But  when  I was  doing  dope,  my  answer  to  that  would  have  been,  and 
correctly,  stick  it.  Reason  — the  method  of  psychotherapists— is  of 
very  little  value  when  you  have  to  fight  an  urge  that  usurps  the  whole 
being. 

Pretty  Cheap  Miracle 

,'The  wondrous  thing  about  methadone  is  that  it  does  eliminate  that 
physical  feeling,  that  overpowering  urge,  and  there  is  its  power.  It’s  not 
perfect;  in  the  15  months  that  I’ve  been  on  the  program,  I’ve  done 
dope  twice.  Once  I got  into  shooting  speed  for  a few  days  and,  after  that, 
a bag  of  dope  seemed  to  make  perfect  sense.  The  other  time,  I was  in  a 
very  foul  mood  and  happened  to  run  into  a junkie  partner  of  mine  who 
had  just  arrived  in  town  and  just  happened  to  have  some  heroin  in  his 
pocket.  Both  times  I felt  sick  and  guilty  for  days  afterwards.  Although 
many  people  do  continue  to  use  dope  while  they’re  on  methadone,  it’s 
no  longer  a physical  necessity.  Those  people  just  have  to  face  the  fact 
that  they  want  to  fix;  the  metabolic  urge  is  purely  vestigial^ 

K)f  course,  heroin  maintenance  would  fulfill  the  same  need  and  I am  in 
favor  of  heroin  maintenance  for  people  who  just  want  to  be  junkies/ 
Why  not?  Nothing  else  has  worked.  But  for  those  of  us  who  would  like 
to  pull  it  together,  methadone  has  some  great  advantages  over  heroin. 
For  one,  no  matter  how  pure  your  heroin  nor  how  steady  your  supply, 
you  have  to  use  it  four  or  five  times  a day,  and  you  will  always  build  up 
a tolerance. Methadone  lasts  for  about  30  hours  and  you  never  build  a 
physical  tolerance.  Heroin  creates  wide  swings  of  mood  as  you  go  up 
and  down  all  day;  methadone  just  kind  of  sets  you  up  and  keeps  you 
there.  It  means  you  can,  if  you  wish,  create  a more  flowing  life;  at  least 
more  flowing  than  a hard-core,  hope-to-die  junkie^ 

^Considering  its  price— about  $20  a year  per  addict— methadone  is  a 
pretty  cheap  miracle.  By  and  large,  it  does  what  it’s  supposed  to,  which 
is  to  cut  down  the  physical  urge  to  use  heroin.  However,  beyond  that 
it’s  wholly  a function  of  the  people  involved:  it’s  no  better  than  the 
combination  of  the  people  who  administer  the  program  and  the  person 
who  receives  it.  Without  the  dedication  of  the  first  and  the  motivation 
of  the  second,  it’s  no  more  than  cheap  dope.  ) 

Changes  Hold  Promise 

Over  the  last  15  months,  my  life  has  taken  some  interesting  turns.  At 


48 


first  things  changed  dramatically  for  the  good,  and  then  fell  into  a rut 
which  was,  in  some  ways,  reinforced  by  the  nature  of  the  program.  I’m 
not  enjoined  from  making  substantive  changes,  but  then  there  are  no 
rewards  for  doing  so  either  .uThe  difficulty  is  that,  once  you’ve  reached  a 
state  of  no  dope , there  are  really  no  guidelines  for  moving  you  along, 
other  than  the  help  of  the  once-a-week  therapy  group!  However,  the 
changes  I have  made  hold  the  promise  of  moving  me  to  the  point 
where  dope  becomes  more  and  more  difficult  to  imagine.  The  issue  is 
no  longer  dope,  it’s  a question  of  living  a life  that’s  worthwhile.  Here 
are  some  of  the  changes  that  did  occur  over  the  last  year  and  a half. 

Within  three  weeks  after  I began  on  the  program,  I met  a woman,  and 
have  continued  our  relationship.  While  it’s  been  a difficult  and,  in 
some  ways,  trying  relationship—  we’ve  had  a great  many  enforced  sep- 
arations and  have  a lot  of  cultural  differences  to  overcome—  it  has  been 
satisfying.  For  four  years  — living  a life  of  running,  hiding  out,  dealing 
and  doping—  I had  had  no  more  than  brief  encounters. 

I have  resurrected  a writing  career  after  more  than  two  years  of  zero  ac- 
complishment. In  spite  of  the  Financial  hardship— the  difficulty  of 
starting  practically  from  scratch  again,  and  the  natural  difficulty  of  the 
job  — I’ve  kept  at  it  for  over  a year.  Today  I’m  almost  out  of  the  poverty 
bracket  which,  for  a freelancer,  is  practically  the  major  leagues. 

I’ve  stayed  in  the  same  apartment  for  a year  and  a half  which,  for  me,  is 
unheard  of.  I’ve  paid  as  many  bills  as  I could,  repaid  a few  debts,  and 
have  not  run  out  on  anything.  In  addition,  I’ve  kept  away  from  the 
dealing  scene  no  matter  how  tempting  the  profits  might  have  been. 

Shooting  dope  creates  feelings  of  cynicism  since  it  does  not,  after  all, 
show  the  best  side  of  human  nature.  Since  I’ve  stopped  I have  moved 
back  into  doing  some  political  work,  although  I’m  still  hesitant  of  mak- 
ing any  ironclad  commitments.  It  means  to  me  that  my  idealism  is  still 
intact,  and  that  not  all  my  rage  has  been  drugged  out  or  syphoned  off. 

I’ve  also  moved,  steadily  away  from  anyone  who  uses  drugs  excessively, 
whether  or  not  the  drug  is  heroin.  For  the  first  1 1 months  on  the  pro- 
gram, I was  still  using  Quaaludes  recreationally,  as  well  as  drinking  on 
weekends  and  occasionally  snorting  cocaine.  For  a number  of  reasons, 
I stopped  using  ihem  all  except  for  an  occasional  drink,  and  I hope  to 
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quit  that  too.  I think  I’ve  had  my  share  of  drugs  — and  about  10  other 
people’s  shares,  too. 

But,  I’m  not  happy. 

Why  I’m  Afraid 

Methadone  has  provided  me  with  time  and  the  renewed  ability  to  do 
some  straight  thinking.  And  although  it  has  some  desensitizing  effect, 
it  has  allowed  me  to  feel.  This  makes  me  believe  that  my  life  is  set  up  so 
that  I would  be  unhappy,  drugs  or  not;  after  all,  a lack  of  heroin  doesn’t 
insure  happiness.jPeople  turn  to  junk  to  ease  their  misery  or  to  create 
another  kind  of  life,  but  there  is  no  reason  to  believe  that  if  they  simply 
stopped  using  it  they’d  automatically  be  okay.  That  life  is  still  waiting 
there,  except  that  it  won’t  be  complicated  by  drugs.  This  is  the  obvious 
reason  for  the  high  rate  of  recidivism  among  addicts,  and  it’s  one 
reason  why  I’m  afraid.f 

Although  the  Berkeley  program  is  a superior  methadone  program,  it 
still  operates  on  the,j,same  set  of  assumptions  they  all  use:  that  people 
turn  to  junk  because  of  personal  failings,  family  problems,  poverty, 
spiritual  vacuity,  deficiencies.  If  only  500  people  in  the  country  turned 
to  heroin  and  other  drugs,  we  could  possibly  conclude  that.  But  since 
it’s  more  like  millions,  this  indicates  to  me  that  there  is,  something 
larger  than  just  failed  father  figures  and  poor  self  images.  The  fact  is, 
drug  addiction,  and  all  the  personal  tragedy  associated  with  it,  is  social 
conflict  translated  to  individual  human  size,  and  unless  something  is 
done  to  address  these  social  problems  — and  not  cosmetically— there 
will  ultimately  be  very  little  progress  on  the  personal  front! 

More  of  What  We  Have 

jin  my  mind,  there  has  been  a deliberate  effort  to  eliminate  the  link  be- 
tween social  problems  and  the  lives  of  each  and  every  person;  we  are 
taught  to  assume  that  they  are  wholly  separate.  For  instance,  I was  told 
over  and  over  that  my  feelings  of  uselessness  were  something 
pathological—  after  all,  I had  a college  education.  The  fact  that  people 
between  the  ages  of  18  and  30  with  a liberal  arts  education  are  socially 
useless  was  never  considered  as  a factor.  But  we  are.  There  is  simply  no 
need  for  us  in  the  labor  market,  we  are  a grand  annoyance  to -the  stable, 
older  element  of  the  population,  and  all  we  are  fit  to  do  is  devote  our- 
selves to  consumption  and  hedonism.  There  are  some  jobs,  of  course, 
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reserved  for  the  most  ruthless  sycophants,  and  those  who  fail  to  com- 
pete for  these  positions  are  berated  and  excluded  from  a society  that 
runs  on  money.  I don’t  think  I’m  excusing  drug  addiction,  since  it’s 
ultimately  self-defeating,  but  I do  understand  it. 


[There  may  appear  to  be  a huge  contradiction  in  what  I’ve  said.  On  one 
hand,  I claim  / chose  to  be  a drug  addict,  and  that  no  one  forced  me 
into  it.  On  the  other,  I’m  saying  that  social  forces  beyond  my  control 
pushed  me  (and  everyone  else)  into  heroin.  Well,  they’re  both  true  of 
course;  social  forces  say  that  there  will  be  a million  addicts,  but  who 
they  are  is  up  to  them.  It’s  not  terribly  original,  but  all  life  is  lived  on 
these  two  levels.  But,  original  or  not,  if  we  don’t  face  drug  addiction 
from  both  angles,  we’ll  get  more  of  what  we  already  have:  a huge  crimi- 
nal apparatus  which  supplies  narcotics  and  buys  out  the  authorities,  an 
equally  huge  and  equally  criminal  police  apparatus,  and  an  even  bigger 
system  of  social  welfare/medical  organizations  to  deal  with  the  people. 
We  addicts  should  be  proud:  we’ve  created  hundreds  of  thousands  of 
jobs.  The  only  problem  is  that  no  bureaucracy  voluntarily  self- 
destructs,  so  I don’t  expect  either  the  dope  people  or  their  nemeses  to 
go  out  of  business  under  this  system. j 
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No  Illusion  of  Freedom 

The  stated  aim  of  the  Berkeley  program  is  to  keep  people  for  six 
months  to  two  years  before  letting  them  out  into  the  population  again. 
In  practice,  people  tend  to  either  drop  out  quickly  or  hang  around  for 
years,  although  there  is  some  pressure  to  get  out  and  try  it  on  your  own. 
Unfortunately,  a pretty  large  number  also  returns  after  a try  and  a 
failure  at  a dope-free  existence,  f 


Right  now,  15  months  feels  like  I’ve  been  dragging  along  on  this 
forever.  I feel  like  I’m  at  the  end  of  a long  methadone  leash.  I do  get  my 
weekends,  and  occasional  three-day  holiday  weekends.  I also  got  two 
extra  days  off  for  vacation  this  summer,  and  one  day  for  a business  trip. 
We  are  allowed  to  take  trips  as  long  as  there  is  another  methadone  pro- 
gram in  the  place  we  want  to  visit,;  Unfortunately  for  me,  I like  to  go 
backpacking,  and  there  are  no  methadone  clinics  in  wilderness  areas. 
So  for  me,  it’s  four  days  tops. 


I know  that  I don’t  have  my  freedom,  but  what  is  that?  Many  people— 
without  a methadone  program  — are  more  tied  down  than  I am. 
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However,  I don’t  even  have  the  illusion  of  freedom  which  is  what 
Americans,  anyway,  fight  to  the  death  to  defend. 

Who  Will  I Be? 

I know  that  I have  to  face  the  world  on  my  own  fairly  soon,  and  I am 
grateful  for  the  nature  of  the  methadone  program.  If  I had  been  in  a 
live-in  type  program,  I would  really  have  to  go  through  problems  to 
readjust  to  the  world.  Methadone  does  allow  you  to  function  outside,  to 
make  changes  and  to  associate  freely.  But,  each  morning  there  is  that 
reminder  that  I’m  not  free  and  that  I suffer  a stigma.  I resent  that  re- 
minder and  I would  really  begin  to  hate  myself  if  I became  complacent 
about  it.  Nonetheless,  it’s  the  best  thing  I’ve  found  to  help  me  out  of 
this  morass  of  drugs  and  despair. 

One  of  the  most  difficult  changes  I face  is  one  of  identity.  When  I’m  no 
longer  .on  methadone  who  will  I be?  How  will  I,  and  the  world,  know 
that  I really  don’t  think  much  of  things?  I also  won’t  have  that  anchor 
and  I won’t  have  that  excuse.  I won’t  be  able  to  say  that  I can’t  do  this 
or  that  because  I’m  on  The  Program.  I’ll  have  to  rise  or  fall  a bit  more 
on  my  own  efforts.  But,  it  must  be  done. 

There  isn’t  a whole  lot  more  to  do  on  this  kind  of  program.  I need  the 
additional  self-esteem  that  my  freedom  will  bring,  but  of  course,  like  ail 
freedom,  it  is  a risk.  I may  find  myself,  like  so  many  others,  right  back 
on  the  program  within  a year  or  so.  Probably  not.  I have  reached  the 
point  in  my  life  where  I want  to  do  things  which  are  not  compatible 
with  a heroin  habit.  The  world  is  apparently  not  going  to  shape  up  in 
the  next  20  years  or  so,  and  I don’t  want  to  wait  until  it  does.  So  hence- 
forth, I think  I’ll  try  to  get  something  worthwhile  out  of  it  while  I try  to 
push  it  into  shape. 

And  good  luck  to  you,  too. 
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REAL  HIGH: 

Ritual©  Rob  in  the 


Mari  uana 


by  Gary  Greenberg 


The  premise  I wish  to  develop  in  this  article  can  be  stated  rather 
simply:  the  marijuana  experience  (i.e.  getting  high)  is  not  as  dependent 
on  the  presence  of  THC  and  other  cannibinols  as  we  have  traditionally 
believed.  Rather,  there  is  a substantial  body  of  evidence  supporting  the 
contention  that  the  subjective  experience  of  being  high  depends 
largely  on  a complex  interaction  of  a user’s  expectations,  the  social  set- 
ting during  the  use  of  marijuana,  the  physical  stimuli  present  within 
that  setting  (e.g.  music,  soft  lights,  incense,  etc.),  and  personality  fac- 
tors. Stated  another  way,  my  premise  is  that  the  marijuana  experience 
will  be  greatly  affected  by  the  legalization  and  subsequent  Madison 


Avenue  marketing  of  machine  manufactured,  pre-packaged,  filter- 
tipped, and  mentholated  Acapulco  Gold  100s. 

Powerful  Source  of  Ritual 

I have  long  believed  that  the  elaborate  ritual  surrounding  the  use  of 
marijuana  was  a powerful  source  of  its  effects.  The  function  and  values 
of  rituals  in  primitive  societies  is  well  established  and  there  seems  to  be 
a parallel  with  the  rituals  involved  in  the  drug  subcultures. 

A marijuana  user  learns  to  get  high  through  successive  participation  in 
the  rituals  associated  with  use  of  the  drug.  Sociologist  H.S.  Becker 
points  out  that,  “The  novice  does  not  ordinarily  get  high  the  first  time 
he  smokes  marijuana,  and  several  attempts  are  usually  necessary  to  in- 
duce this  state.” 

This  learning  approach  to  the  subjective  marijuana  state  is  lent  support 
by  William  S.  Burroughs’  suggestion  that,  “Everyone  who  has  used  the 
consciousness-expanding  drugs  knows  that  any  one  stimulus  ex- 
perienced under  the  influence  of  the  drug  can  reactivate  the  drug  ex- 
perience. There  is  every  reason  to  believe  that  the  drug  experience 
could  be  recaptured  in  detail  with  a precise  repetition  of  associated 
stimuli.”  Furthermore,  Burroughs  added,  “I  have  now  discontinued 
the  use  of  cannabis  for  some  years  and  find  that  I am  able  to  achieve 
the  same  results  by  non-chemical  means:  [for  example]  by  visual 
flicker  [and  by]  music  through  headphones.”  This  suggests  an  interest- 
ing experiment  which,  as  far  as  I know,  has  not  yet  been  conducted. 

Presence  of  Secondary  Cues 

Anyone  familiar  with  learning  theory  will  see  the  similarity  between 
what  Burroughs  is  saying  and  our  notions  of  stimulus  generalization. 
Interestingly,  one  study  that  directed  itself  to  this  point  found  that 
music  (a  typical  marijuana-use  situational  stimulus)  had  a stronger  in- 
fluence than  marijuana  alone  in  bringing  about  the  usual  drug 
euphoria  in  some  subjects. 

The  often  reported  findings  that  naive  users  do  not  show  the  subjective 
effects  of  marijuana  merely  strengthens  the  premise  that  learning  is  in- 
volved in  the  appearance  of  the  marijuana  state.  And,  when  we  con- 
sider the  fact  that  many  chronic  users  of  cannabis  report  being  high 
even  after  smoking  placebos,  this  learning  interpretation  is  even 
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further  supported.  An  important  paper  by  R.T.  Jones  along  these  lines 
of  analysis,  which  appeared  in  a 1971  issue  of  th e,  Annals  of  the  New 
York  Academy  of  Science,  indicated  that  while  infrequent  users  could 
reliably  differentiate  between  marijuana  and  placebo,  frequent  users 
; could  not.  The  paper  suggested  that  the  inability  to  differentiate  was  a 
function  of  the  presence  of  secondary  cues  such  as  the  taste  and  smell 
of  the  placebo.  This  is  not  unrelated  to  the  effects  of  music,  cited 
above,  and  lends  credence  to  the  idea  that  stimulus  generalization  may 
be  involved  in  the  marijuana  state.  Furthermore,  in  this  study,  frequent 
users  often  judged  themselves  to  be  as  high  as  they  have  ever  been 
after  smoking  a placebo.  The  report  made  a strong  case  for  the  psycho- 
social learning  model  with  respect  to  the  experience  of  the  marijuana 
state,  and,  in  fact,  suggested  that,  “at  the  doses  most  youthful  drug 
users  are  discussing  there  is  ample  evidence  that  the  effects  of  psy- 
choactive drugs  on  behavior  and  experience  are  often  independent  of 
the  drug’s  pharmacologic  effects.” 

Marijuana’s  Transitory  State 

In  dealing  with  the  behavioral  effects  of  drugs  it  is  obviously  important 
to  consider  the  amount  and  concentration  of  the  drug  present.  These 
determinations  are  not  readily  made  with  marijuana.  To  be  sure, 
chemical  means  of  analysis  exist,  and  most  researchers  report  the 
results  of  such  analyses.  However,  there  is  some  evidence  indicating 
that  figures  derived  from  marijuana  analyses  are  transitory,  and  that 
THC  concentrations  may  decrease  with  time.  Thus,  R.A.  Rodin,  E.F. 
Domino,  and  J.P.  Porzak  reported  in  a 1970  issue  of  the  Journal  of  the 
American  Medical  Association  that  a sample  of  marijuana  certified  by 
the  National  Institute  of  Mental  Health  to  have  a 1.312%  content  of 
THC  was  found  to  have  only  a .5%  and  .2%  THC  content  by  two  inde- 
pendent laboratories.  “This  indicates,”  they  concluded,  “that  the  cur- 
rent assay  techniques  are  either  quite  unsatisfactory  or  the  material 
deteriorates  merely  by  standing  in  a safe  at  room  temperature.”  This 
finding  would  seem  to  be  of  substantial  significance  in  light  of  what  we 
know  to  be  dose-related  effects  of  drugs. 

This  same  report  also  presented  the  results  of  EEG  monitoring  before, 
during,  and  after  marijuana  inhalation.  “On  visual  inspection  alone, 
it  was  impossible  to  distinguish  the  pre-marijuana  from  the  post- 
marijuana EEG — [Subsequent  analyses  showed  a]  more  persistent  A- 
rhythm  and  that  its  frequency  components  had  become  slower  by  one- 


half  to  one  cycle  per  second.”  This  is  hardly  a surprising  finding  in  light 
of  the  fact  that  virtually  any  change  in  sensory  stimulation,  or  the  pre- 
sence of  apprehension  and  anxiety  (which  are  certainly  present  in  sub- 
jects using  a drug  under  laboratory  conditions)  can  interrupt  the  alpha- 
rhythm.  I would  suggest,  then,  that  this  change  in  alpha-rhythm  has 
less  to  do  with  the  administration  of  THC  than  the  authors  imply. 

Minor  and  Short-Lived  Effects 

In  fact,  the  literature  seems  to  indicate  that  pharmacologic  and 
physiological  effects  of  marijuana  are  both  relatively  minor  and  ex- 
tremely short-lived.  For  example,  while  one  study  reported  significant 
differences  in  time  spent  in  various  sleep  states  (although  not  in  total 
sleep  time)  between  marijuana  and  placebo  subjects,  the  differences 
were  extremely  small  (i.e.  typically  on  the  order  of  2 - 3%).  It  appears 
that  the  most  often  found  physiological  effect  of  marijuana  is  increased 
pulse  rate.  Interestingly,  one  study  drew  attention  to  the  high  positive 
correlation  (r  = .95)  between  pulse  rate  change  and  perceived  subjec- 
tive change  as  a result  of  smoking  marijuana.  There  would  seem  then, 
to  be  a complex  interaction  between  this  physiological  effect  (and 
presumably  others)  and  marijuana  use.  It  might  also  be  that  personality 
factors  are  related  to  the  physiological  changes  associated  with  mari- 
juana use,  but  more  of  that  later. 

There  is  at  least  one  pharmacologic  effect  that  is  behaviorally,  rather 
than  drug,  related:  a reverse  tolerance  with  continued  use  of  marijuana. 
That  is,  with  protracted  use,  it  typically  takes  less  marijuana  to  produce 
the  desired  effect.  I would  argue  that  this  finding,  too,  supports  a learn- 
ing model  of  the  subjective  effects  of  marijuana. 

One  further  finding  with  respect  to  the  pharmacological  effects  of 
marijuana  supports  the  premise  that  this  article  began  with. 
Researcher  were  spurred  by  statements  from  the  drug  culture  that 
some  marijuana  is  better  than  other  marijuana  (e.g.  Acapulco  Gold, 
Colombian,  etc.)  to  analyze  various  samples  for  assessment  of  the  THC 
content.  Their  analyses  were  primarily  concerned  with  Indiana-grown 
marijuana,  which  was  purported  to  be  of  better  than  average  quality. 
They  found  a seasonal  variation  in  THC  levels  in  marijuana.  Further- 
more, Indiana-grown  marijuana  was  found  to  be  relatively  law  in  THC, 
although  some  smokers  claim  that  it  produces  a good  high.  This  merely 
adds  additional  support  to  the  notion  that  one’s  expectations  are  of 
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substantial  influence  in  determining  the  presence  of  the  marijuana 
state. 

Temper  Our  Generalizations 

I am  suggesting,  then,  that  a)  pharmacological  and  physiological  effects 
of  marijuana  are  slight;  and  furthermore  b)  the  active  chemical  in 
marijuana  may  apparently  need  not  even  be  present  for  the  desired 
effects  to  occur.  This  latter  suggestion  is  easily  accounted  for  by  invok- 
ing a conditioning  model. 

As  a matter  of  fact,  sociologist  Becker  has  suggested  that  a user  must 
learn  to  associate  the  physiological  effects  of  marijuana  with  the  ex- 
perience of  being  high.  That  is,  the  naive  user  “may  be  totally  unaware 
of  the  drug’s  effects,  even  when  they  are  physiologically 

gross When  he  does  perceive  the  effects,  he  may  not  attribute  them 

to  drug  use  but  dismiss  them  as  due  to  some  other  cause,  such  as 
fatigue  or  a cold.  Marijuana  users,  for  example  may  not  even  be  aware 
of  the  drug’s  effects  when  they  first  use  it,  even  though  it  is  obvious  to 
others  that  they  are  experiencing  them.” 

One  additional  set  of  comments  is  in  order:  a substantial  body  of  evi- 
dence exists  indicating  that  experienced  users  of  marijuana  can  get 
high  without  THC  (i.e.  by  smoking  placebo).  Thus,  Becker  states,  “the 
effects  of  the  same  drug  may  be  experienced  quite  differently  by 
different  people  or  by  the  same  people  at  different  times.”  The  fact  that 
most  marijuana  studies  employ  subjects  who  are  either  experienced 
with  marijuana  use  or  who  have  expressed  an  interest  in  using  mari- 
juana bears  considerable  thought,  especially  in  light  of  our  identifica- 
tion of  distinct  personality  types  that  use  marijuana.  I would  suggest 
that  this  requires  us  to  temper  our  generalizations  from  the  typical 
marijuana  study,  since  they  may  apply  to  the  marijuana  personalities. 

I have  tried  to  show  there  is  ample  evidence  to  support  a learning  in- 
terpretation of  the  marijuana  experience.  The  reported  effects  of 
placebo  are,  as  Australian  psychologist  M.N.  Fox  puts  it,  quite  “consis- 
tent with  a learning  model  where  the  smoker  may  obtain  intermittent 
reinforcement  from  the  THC,  but  where  much  of  the  behavior  and 
subsequent  response  is  maintained  by  conditional  reinforcers  such  as 
the  whole  ritual  of  lighting  up,  the  associated  sensation  of  smell,  taste, 
visual  responses,  and  so  on.” 
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COMMENT 


ANY  OTHER  NAME 


by  Charles  D.  Kovan 


I began  my  experience  in  the  field  of  alcohol  rehabilitation  long  before 
it  became  fashionable  or  lucrative,  and  I never  cease  to  be  amazed  at 
the  less  than  scientific  approach  taken  by  persons  whose  credentials 
might  lead  one  to  expect  otherwise.  So  much  has  been  written  about  a 
subject,  the  definition  of  whose  terms  have  yet  to  be  uniformly  agreed 
upon  and  accepted,  that  it  is  no  small  wonder  such  a degree  of 
misunderstanding  and  obstruction  to  action  is  the  consequence. 

The  interchange  of  such  terms  as:  alcoholism(ics),  alcohol  abuse(ers), 
social  drinking(ers),  problem  drinking(ers),  heavy  drinking(ers),  nor- 
mal drinking(ers),  invalidates  any  points  being  made  or  theories  ex- 
pounded. The  (ab)use  of  society’s  oldest  known  tranquillizer  connotes 
the  need  for  focusing  primarily  on  the  life  situation  and  ineffective 
lifestyles  that  lead  to  the  increased  reliance  on  alcohol  to  the  point  of 
toxicity. 

I feel  alcohol  abuse  results  from  poor,  ineffective,  or  non-existent 
education  around  the  use  of  this  drug.  As  training  defects  lead  to  dys- 
function in  the  area  of  sexuality,  so  might  the  abuse  of  alcohol  be  con- 
sidered alcohol  dysfunction,  with  alcoholism  its  most  dire  conse- 
quence. If  all  can  be  considered  relevant,  and  alcohol  dysfunction  may 
be  graded  anywhere  on  a relative  value  scale  of  one  to  10,  then  the  ap- 
plication of  the  socially-loaded  term  ‘alcoholism’  is  appropriate  only  if 
the  relative  value  scale  tips  in  the  direction  of  irrevocable  physical 
complications.  Thus,  no  matter  how  much  education,  training,  and 
awareness  a person  so  afflicted  may  acquire,  alcohol  may  never  again 
be  safely  imbibed,  at  the  risk  of  health  and,  indeed,  of  life  itself. 


Dr  Kovan  is  the  senior  public  health  physician  with  the  Community  Health  Services  in 
the  county  of  Los  Angeles. 
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Arbitrary  labeling  leaves  a large  number  of  persons  inappropriately 
lumped  together  under  the  term  ‘alcoholic’  or  other  various  ill-defined 
terms.  Keeping  the  relative  value  scale  in  mind  then,  anyone  not  past 
the  physical  ‘point  of  no  return’  but  whose  drinking  is  resulting  in 
other  kinds  of  problems,  might  be  more  simply  evaluated  as  an  alcohol 
abuser.  A program  tailor-made  to  fit  this  individual  can  then  be 
developed  rather  than  a ‘cookbook  approach’  applied. 

A built-in  result  of  the  labeling  system  is  that  giving  persons  who  are 
not  yet  physically  affected  the  cop-out  of  a disease  entity  removes  their 
sense  of  responsibility  for  doing  something  for  themselves.  The  “Poor 
me,  I have  a disease,  no  way  out,  not  accountable”  attitude  becomes  a 
mental  state  of  being.  Alcohol  abuse,  on  the  other  hand,  implies,  “I 
abuse  a substance,  alcohol:  I want  to  do  something  about  it  and  I,  the 
responsible  party,  with  facilitation,  can  so  do;  i.e.  stop  the  abuse  of  both 
the  substance  and,  consequently,  myself.” 

There  is  a world  of  difference  between  use,  abuse,  and  inability  to  use  a 
substance.  If  we  become  more  aware  that  everyone  with  an  alcohol 
problem  does  not  have  it  to  the  same  degree,  as  defined  by  a single  in- 
consistently defined  label  (or  the  injudicious  interchange  of  several 
similarly  defined  ones),  we  will  not  be  discouraging  many  from  the 
rewards  of  working  for  change.  We  can  then  proffer  to  a few  the  poten- 
tial of  intelligently  resuming  the  use  of  a centuries-old  valued  tool.  To 
others,  we  must  recommend  that  no  matter  the  degree  of  insight  or 
change,  they  will  have  to  consider  a different  and  equally  valid  reward, 
the  achievement  of  abstinence  itself. 

An  invaluable  benefit  to  those  who  recognize  a problem  early  will  be 
that  they  do  not  have  to  develop  the  ‘ism’  (earn  the  name)  before  they 
can  consider  rehabilitation  (enter  the  game).  Others  may  drive  them- 
selves all  the  way  to  the  ‘ism’  rather  than  face  early  the  application  of  a 
label  that  still  bears  some  severe  social  implications.  It  is  this  group  that 
will  hesitate  to  give  up  forever  a substance  that  has  supplied  many 
payoffs  when  no  other  options  seemed  apparent. 

I imagine  the  reason  so  many  persons  at  work  on  the  same  problem 
have  not  moved  us  closer  to  a solution  is  due  to  the  fact  that  basic  terms 
have  not  been  clearly  defined,  a fact  which  also  impedes  the  mass 
media  in  responsibly  reporting  to  the  public.  I submit  the  above  as  a 
workable  beginning. 
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PHOTOGRAPHS  BY  DONALD  MURRAY 


Controversy  over  tobacco  use  is  not  new.  Early  explorers  of  the  North 
American  continent  were  much  impressed  by  the  apparently  beneficial 
effects  of  smoking  the  cured  leaf.  Thomas  Hariot,  in  his  Brief e and  true 
report  of  the  new  found  land  of  Virginia  (1588)  wrote  that: 

. . .[tobacco  users]  are  notably  preserved  in  health  and  know  not  many 
grievous  diseases  wherewithal  we  in  England  are  often  times  afflicted. 

King  James  I of  England  was  not  so  impressed.  He  had  been  ruling 
Scotland  as  James  VI  for  nearly  36  years  without  appearing  to  worry 


Dr  Gilbert  is  a scientist  in  the  research  division  of  the  Addiction  Research  Foundation. 
References  for  this  article  are  available  on  request. 
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much  about  tobacco  but,  on  acceding  to  the  English  throne  in  1603,  he 
published  anonymously,  A Counterblaste  to  Tobacco,  in  which  smoking 
was  described  as: 

A custom  loathsome  to  the  eye,  hateful  to  the  nose,  harmful  to  the 
brain,  dangerous  to  the  lungs  and  in  the  black  stinking  fume  thereof 
nearest  resembling  the  horrible  Stygian  smoke  of  the  pit  that  is  bottom- 
less. 

In  Commissio  pro  Tobacco  (1604),  the  king  claimed  that: 

. . .by  immoderate  taking  of  tobacco,  the  health  of  a great  number  of 
people  is  impaired  and  their  bodies  weakened  and  made  unfit  for 
labour. 

The  royal  displeasure  was  buttressed  by  a huge  increase  in  the  import 
duty  on  the  plant,  by  some  4,000%  . . whereby ,”  continued  the  king, 

it  is  likely  that  a less  quantity  of  tobacco  will  hereafter  be  brought 
into. . .our  realm. . .than  in  former  times  and  yet  sufficient  store  to  serve 
for  their  necessary  use  who  are  of  the  better  sort  and  have  and  will  use 
the  same  with  moderation  to  preserve  their  health. 

Clearly  the  poor  were  getting  the  blame.  King  James  later  reduced  the 
tobacco  duty  to  a mere  500%  above  its  original  value. 

A History  of  Controversy 

Other  rulers  at  this  time  took  sterner  measures  against  smoking.  In 
Osaka,  Japan,  some  15  merchants  risked  death  in  1614  when  they  were 
caught  dealing  in  tobacco,  in  contravention  of  an  imperial  edict.  In  Per- 
sia, smokers  were  tortured  and  occasionally  beheaded.  The  Mogul  Em- 
peror of  Hindustan  decreed  that  tobacco  users  were  to  have  their  lips 
slit.  The  Russian  Czar  ordered  nose-slitting  and  the  knout  for  first  of- 
fenders, and  death  for  persistent  violators  of  his  ukase  against  tobacco. 

Perhaps  because  of  all  this  fuss  the  directors  of  the  Virginia  Company 
were  prepared  to  write  the  whole  thing  off  as  a passing  fad,  or  so  it 
seems  from  this  extract  from  one  of  their  reports  during  1622: 

[Tobacco]  is  a deceivable  weed  which  serves  neither  for  necessity  nor 
for  ornament  of  the  life  of  man  but  is  founded  only  upon  a humour 
which  must  soon  vanish  into  smoke. 

It  might  well  have  been  one  of  the  biggest  business  miscalculations  in 
history. 
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Both  the  tobacco  plant,  Nicotiana  tabacum,  and  the  plant’s  most  potent 
ingredient,  nicotine,  were  named  in  honor  of  Jean  Nicot,  French  am- 
bassador to  Portugal  in  the  1560s.  Nicot  was  an  ardent  publicist  of 
medical  and  other  virtues  of  the  herb.  The  Portuguese  were  especially 
familiar  with  the  plant  because  they  had  discovered  its  use  among  na- 
tive peoples  of  North  America  nearly  a century  earlier.  The  origin  of 
the  word  ‘tobacco’  is  in  more  doubt.  There  is  agreement  that  it  was  bor- 
rowed by  Hispanic  explorers  from  a native  language  used  in  the  north- 
ern part  of  what  is  now  Haiti,  at  the  turn  of  the  16th  century,  but  there 
is  controversy  as  to  which  language.  Some  etymologists  trace  it  to  the 
Carib  tongue,  in  which  ‘tobacco’  was  the  name  given  to  a pipe  through 
which  the  smoke  of  the  plant  was  inhaled  or  to  a roll  of  the  leaves  that 
resembled  a crude  cigar.  Others  believe  it  was  the  Guarani  name  for  a 
tube  through  which  ‘stimulating  powders’  were  inhaled. 

And  Problems  Today 

The  enthusiasms  of  Thomas  Hariot  and  Jean  Nicot  seem  strange  at  a 
time  when  the  use  of  tobacco  is  almost  universally  condemned  as  a ma- 
jor cause  of  ill-health.  In  Canada,  the  current  annual  cost  of  tobacco- 
related  disability  to  the  community  is  close  to  one  billion  dollars,  a sum 
that  is  just  a little  less  than  the  amount  collected  in  taxes  in  tobacco 
sales.  About  $2.3  billion  is  spent  in  Canada  each  year  on  tobacco  pro- 
ducts, an  average  of  about  $350  for  each  of  the  country’s  6.5  million 
smokers.  Canadian  adults  now  have  the  highest  tobacco  consumption 
in  the  world,  closely  followed  by  the  Dutch  and  the  Americans.  Cana- 
dian cigarette  consumption  per  adult  is  the  third  highest,  after  the 
Americans  and  the  British.  Nearly  all  of  Canada’s  tobacco  is  grown  in 
Ontario,  where  it  is  the  most  important  cash  crop,  accounting  for  more 
than  a quarter  of  the  total  crop  value.  More  than  95%  of  the  crop  is 
made  into  cigarettes. 

Nicotine— the  Habit  Former? 

Nicotine  is  an  extremely  toxic  substance.  Two  or  three  drops  of  the 
pure  alkaloid  on  the  tongue  will  rapidly  kill  an  adult.  A 19th  century 
Belgium,  Count  Bocarm6,  killed  his  brother-in-law  in  this  way.  The 
acute  fatal  adult  dose  is  about  30  mg,  which  is  less  than  twice  the 
amount  contained  in  a typical  cigarette.  As  smoked,  however,  only 
about  1 mg  from  each  cigarette  actually  reaches  the  blood  stream. 
Nicotine  is  poorly  absorbed  in  an  acid  environment  such  as  that  of  the 
stomach.  Hence,  eating  cigarettes  is  not  as  harmful  as  it  might  other- 
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wise  seem.  The  drug  is  readily  absorbed  from  the  skin,  from  the  lining 
of  the  mouth,  and  from  the  lungs,  although,  again,  absorption  is  less 
efficient  when  the  medium  is  acid.  Relatively  alkaline  smoke  is  pro- 
duced by  cigarettes  made  from  air-cured,  low-sugar  tobacco— such  as 
those  popular  in  France  and  other  European  countries  — which  may  be 
why  cigarettes  of  this  kind  appear  stronger  than  is  suggested  by  their 
nicotine  content. 

Another  reason  why  eating  cigarettes  is  not  particularly  harmful  is  that 
blood  from  the  stomach  and  intestines  goes  directly  to  the  liver,  where 
nicotine  is  metabolized  with  extraordinary  rapidity.  Blood  from  the 
lungs  and  most  other  places,  on  the  other  hand,  goes  into  general  cir- 
culation—including  the  brain  — before  it  reaches  the  liver.  Absorption, 
metabolism,  and  elimination  of  nicotine  are  usually  so  rapid  that  blood- 
nicotine  levels  usually  fall  by  more  than  half  within  20  minutes  of 
smoking  a cigarette.  Elimination  of  equivalent  amounts  of  most  other 
drugs  takes  five  or  more  times  longer.  The  fact  that  nicotine  can  disap- 
pear from  the  body  so  quickly  has  been  used  to  explain  why  most 
smokers  must  smoke  throughout  the  day— in  order  to  keep  some 
nicotine  in  the  blood.  Researchers  have  also  claimed  that  inhaling 
tobacco  smoke  is  peculiarly  rewarding  because  it  produces  with  great 
rapidity  an  extremely  high  level  of  the  drug  in  the  brain. 

Nicotine  is  believed  to  be  responsible  for  most  of  the  short-term 
effects  of  smoking,  for  many  of  the  long-term  effects,  and,  as  men- 
tioned above,  for  the  fact  that  tobacco  smoking  is  such  a powerful 
habit.  Research  points  increasingly  to  the  involvement  of  other  factors 
as  well— tar  in  the  case  of  lung  cancer  and  bronchial  disorders,  carbon 
monoxide  in  the  case  of  heart  disease,  and  psychological  factors  in  the 
case  of  dependence  on  tobacco  use.  Nicotine  yields  of  cigarettes  have 
been  declining  since  the  1950s,  largely  because  of  the  popularity  of 
filter-tipped  varieties,  but  also  because  of  the  inclusion  of  low-nicotine 
varieties  of  tobacco.  Carbon  monoxide  yields,  on  the  other  hand,  seem 
to  have  increased. 

Carbon  Monoxide— on  the  Increase 

Carbon  monoxide  is  a gaseous  product  of  incomplete  combustion,  best 
known  as  a poisonous  emission  from  automobile  engines.  It  composes 
up  to  5%  of  tobacco  smoke.  Inhaling  smokers  usually  subject  them- 
selves to  far  higher  carbon  monoxide  levels  than  could  ever  be 
achieved  from  inhaling  the  air  in  the  busiest  city  street.  The  apparent 
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rise  in  average  carbon  monoxide  yields  may  be  related  to  the  increased 
use  of  unventilated  filter-tipped  cigarettes.  These  have  nonporous 
paper  around  the  filter  that  prevents  dilution  of  inhaled  smoke  by  air 
entering  through  the  cigarette  wall. 

Tar— Cancer-Producing  Matter 

Tar  is  the  name  given  to  the  particulate  matter  in  cigarette  smoke,  itself 
the  residue  of  the  combustion  of  the  nearly  500  compounds  that  have 
been  isolated  in  tobacco.  Many  of  the  constituents  of  tar  are  established 
cancer-producing  agents.  At  the  rate  of  about  15  mg  per  cigarette,  an 
average  of  nearly  four  ounces  of  tar  is  deposited  in  each  smoker’s  lungs 
every  year.  Much  of  it  is  coughed  up  in  morning  phlegm.  Tar  yields 
have  declined  for  the  past  20  years  for  the  same  reasons  nicotine  yields 
have  declined. 

Reading  the  Warning 

The  amounts  of  tar  and  nicotine  indicated  in  the  compulsory  warning 
on  cigarette  packs  sold  in  Canada  are  yields,  it  must  be  stressed,  not  the 
actual  contents  of  the  cigarettes.  The  yields  are  estimated  according  to 
the  performance  of  the  cigarettes  in  a standard  smoking  device. 
Because  there  are  wide  differences  in  individual  smoking  behavior,  the 
actual  amounts  of  tar  and  nicotine  ingested  may  be  very  much  more  or 
very  much  less  than  the  amounts  stated  in  the  warning.  The  stated 
amounts  may  help  to  distinguish  between  more  and  less  dangerous 
cigarettes.  The  differences  in  health  risk  may  be  small,  however, 
because  smokers  seem  to  puff  more  strongly  at  low-yield  cigarettes. 
Scientists  and  clinicians  in  Britain  are  advocating  that  standard  carbon 
monoxide  yields  also  be  portrayed  on  cigarette  packs. 

Tar  and  nicotine  yields  of  tobacco  are  highly  correlated:  when  one  is 
low  the  other  is  usually  also  low.  Carbon  monoxide  yields  have  a looser 
relationship  to  tar  and  nicotine  yields;  low-tar  cigarettes  can  produce 
high  carbon  monoxide  yields,  and  vice  versa.  One  proposal  for  reducing 
the  health  consequences  of  smoking  suggests  adding  nicotine  to  tobac- 
co that  produces  little  tar  and  little  carbon  monoxide.  If  nicotine  is  what 
smokers  are  seeking,  it  is  argued,  such  cigarettes  will  provide  it  at  lower 
risk.  This  could  be  a good  strategy,  if  we  were  certain  that. tobacco  use  is 
caused  and  maintained  by  nicotine.  The  role  of  nicotine  in  smoking  is 
by  no  means  clear,  however,  and  boosting  nicotine  content  may  do  lit- 
tle more  than  cause  greater  consumption  of  the  dangerous  drug. 
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Immediate  Effects 

I!  Short-term  effects  of  smoking  include  an  increase  in  heart  rate,  a rise  in 
| blood  pressure,  and  a drop  in  skin  temperature.  Respiration  is  in- 
creased.  Diarrhea  and  vomiting  may  occur.  The  central  nervous  system 
is  stimulated,  but,  paradoxically,  smoking  may  also  produce  relaxation 
in  habitual  users  of  tobacco.  With  repeated  smoking,  tolerance 
becomes  evident  to  most  of  these  acute  effects,  but  in  differing 
degrees.  Smoking  cigarettes  appears  to  reduce  blood  levels  of  Vitamin 
C,  which  may  in  turn  cause  lowered  resistance  to  infection  and  slower 
healing.  The  reduction  may  be  compensated  for  by  increasing  con- 
sumption of  fresh  fruits  and  vegetables. 

Lung  and  Heart  Complications 

Long-term  effects  are  mainly  on  the  bronchopulmonary  and  car- 
diovascular systems.  Smoking  is  now  believed  to  be  the  main  cause  of 
lung  cancer,  which  causes  nearly  one  in  10  deaths  among  Canadian 
men  aged  50-64.  However,  there  is  no  question  that  other  factors  are 
also  involved,  notably  atmospheric  pollution  in  urban  environments 
and  occupational  exposure  to  airborne  irritants  such  as  asbestos  fibre. 
Smoking  is  associated  with  cancers  of  the  mouth  and  the  respiratory 
tract.  Many  respiratory  infections,  notably  bronchitis  and  emphysema, 
are  much  more  likely  to  occur  in  smokers  than  in  non-smokers. 
Respiratory  function  tends  to  be  impaired  in  smokers,  and  they  are 
much  more  likely  to  suffer  lung  complications  after  surgical  operations. 

Smokers  are  much  more  likely  than  non-smokers  to  develop  coronary 
disease,  cerebrovascular  disorders,  and  peripheral  vascular  disease. 
They  are  more  likely  than  non-smokers  to  suffer  stomach  ulcers,  to 
have  ulcers  that  heal  slowly,  and  to  suffer  cancer  of  the  lower  urinary 
tract. 

No  Smell  and  Taste  Reduction 

Contrary  to  popular  belief,  smokers  do  not  have  reduced  smell  and 
taste  sensitivity,  compared  with  non-smokers,  except  for  substances 
resembling  tobacco  and  tobacco  smoke.  Regular  smokers  appear  to  be 
able  to  drive  as  safely  as  non-smokers,  as  long  as  they  are  smoking. 
However,  during  extended  periods  of  driving  without  cigarettes, 
smokers  make  many  more  driving  errors.  Abstinence  in  regular 
smokers  may  cause  deterioration  in  other  skills,  as  well  as  irritability 
and  general  malaise. 
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Peripheral  blood  flow  and  skin  temperature  may  be  higher  in  heavy 
smokers,  possibly  as  compensation  for  the  acute  effect  of  nicotine  on 
circulation.  A chronically  higher  skin  temperature  produces  greater 
heat  loss,  which  may  account  in  part  for  the  frequent  observation  that 
heavy  smokers  have  lower-than-normal  body  weights,  on  the  average. 

Smokers  tend  to  be  less  fertile  than  non-smokers.  Smoking  women 
have  smaller  babies,  in  part  because  they  gain  less  weight  than  non- 
smokers.  Smoking  women  also  have  more  premature  births,  and  a 
greater  occurrence  of  abortion  and  stillbirths  have  been  found.  There  is 
some  evidence  of  impairment  in  the  mental  and  physical  development 
of  the  children  of  smoking  women.  This  topic  is  still  under  considera- 
ble investigation. 

Research  from  Britain 

In  Britain,  which  provides  the  most  comprehensive  statistics  on  smok- 
ing and  related  disabilities,  it  has  been  estimated  that  about  seven  times 
as  many  working  days  are  lost  each  year  through  illness  caused  by 
smoking  as  through  strikes  and  other  industrial  action.  It  has  also  been 
reported  there  that  seven  times  as  many  deaths  are  caused  by  smoking 
as  by  road  accidents. 

Some  of  the  chronic  effects  of  tobacco  use  may  be  the  result  of  associ- 
ated habits,  e.g.  heavy  caffeine  use  in  the  case  of  cardiovascular  disease. 
Others  may  be  due  not  so  much  to  smoking  as  to  constitutional  or  en- 
vironmental factors  that  predispose  both  smoking  and  the  disorder. 
The  overwhelming  direction  of  the  evidence,  however,  is  that  tobacco 
smoking  is  a major  health  hazard. 

Many  of  the  associations  between  smoking  and  disease  do  not  apply  to 
pipe  and  cigar  smoking,  probably  because  regular  users  of  these  forms 
of  tobacco  often  do  not  inhale  the  smoke.  Cigarette  smokers  usually  in- 
hale, and  usually  continue  to  do  so  when  they  switch  to  cigars  or  a pipe. 
Thus  quitting  may  be  a better  strategy  than  switching. 

Kicking  the  Habit 

Most  people  who  smoke  more  than  one  cigarette  become  habitual 
smokers.  Three  out  of  four  current  smokers  wish  to  or  have  tried  to 
stop  smoking,  but  only  one  in  four  kicks  the  habit  before  the  age  of  60. 
Most  smokers  smoke  throughout  the  day.  Less  than  10%  can  limit 
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themselves  to  intermittent  or  occasional  smoking.  Those  who  quit  * 
generally  achieve  health  levels  of  non-smokers  after  a few  years, 
especially  if  they  are  young.  There  seems  to  be  no  particular  advantage 
to  quitting  past  the  age  of  65,  although  many  old  people  do  give  up 
cigarettes,  possibly  for  economic  reasons.  Most  successful  quitters  put 
on  weight.  If  the  weight  gain  is  15  lb  or  more  the  health  advantages  of 
quitting  may  be  lost. 

Eg 

There  is  no  generally  effective  cure  for  smoking.  Attending  a well- 1 
recommended  smokers’  clinic  may  be  the  best  strategy,  although,  on  ! 
the  whole,  the  data  suggest  that  attending  a clinic  seems  to  make  little  j * 
difference  to  whether  or  not  a smoker  achieves  permanent  abstinence. ! ' 
Often  heavy  smokers  find  they  can  halve  their  daily  consumption  ; 
merely  by  keeping  an  hour-by-hour  record  of  cigarettes  smoked.  Such 
a reduction  might  pave  the  way  to  complete  abstinence,  which  is  more 
likely  to  be  achieved  in  an  environment  where  nobody  else  smokes,  j 
Governments  can  reduce  overall  consumption  by  raising  tobacco  ! 
taxes,  but  it  is  not  clear  whether  the  proportion  of  non-smokers  can  be  j 
increased  in  this  way.  Evidence  on  the  effects  of  anti-smoking  pro-  ' 
paganda  is  inconsistent.  Physicians  and  scientists  doing  research  into 
smoking  appear  to  be  quitting  at  a higher  rate  than  similar  workers,  but 
this  may  be  due  as  much  to  social  factors  as  to  greater  knowledge  of  the  j 
hazards  of  smoking. 

] 

Differences  between  Provinces 

Cigarette  smokers  compose  45%  of  Canadians  over  the  age  of  14.  The 
proportion  is  considerably  higher  in  Quebec  (52%),  slightly  lower  in 
most  other  provinces,  and  below  40%  in  British  Columbia.  The  reason  I 
behind  the  distinctiveness  of  Quebec  in  this  instance  is  not  clear.  Most  i 
cigarette  smokers  get  through  the  best  part  of  a pack  a day.  About  20% 
of  smokers  use  less  than  10  a day  and  about  10%  use  more  than  25  a 
day.  The  proportion  of  heavy  smokers  increases  with  age,  up  to  65  ! 
years,  but  the  proportion  of  smokers  in  the  population  begins  to 
decline  after  age  25.  These  trends  suggest  a tendency  for  escalation  of 
amount  smoked  with  increasing  age  until  death  or  disgust  supervenes. 
An  additional  6%  of  males  smoke  cigars  or  a pipe  but  not  cigarettes.  The 
proportion  of  pipe  or  cigar  smokers  is  highest  in  B.C.  and  lowest  in 
Quebec,  but  the  difference  is  not  enough  to  offset  the  ranking  for  ' 
cigarette  smoking.  Overall,  Quebeckers  smoke  most  and  B.C.  residents 
least.  Curiously  enough,  however,  the  death  rate  from  lung  cancer  is 


72 


I 

much  higher  in  B.C.  than  elsewhere  in  Canada,  whereas  the  rate  for 
Quebec  is  slightly  below  average.  Again,  there  is  no  plausible  reason  for 
the  difference  between  provinces. 

A Smoking  Personality? 

Overall,  the  proportion  of  smokers  is  declining,  but  this  is  happening 
largely  because  adult  men  are  giving  up  the  habit.  More  women  are 
smoking,  especially  teenagers  and  women  in  their  fifties.  Although 
relatively  fewer  people  are  smoking  than  eight  years  ago,  those  who 
smoke  are  consuming  more,  about  10%  more  than  in  1968.  The  in- 
crease in  amount  smoked  is  especially  large  among  women  smokers. 
Average  consumption  by  all  smokers  is  now  close  to  20  cigarettes  per 
day.  Smokers  tend  to  use  other  drugs  heavily,  mostly  alcohol  or  caf- 
feine, or  both.  A study  conducted  in  Ontario  found  that  cigarette  use 
and  coffee  use  are  highly  correlated,  but  that  there  is  no  relationship 
between  smoking  and  tea  consumption,  even  though  a cup  of  tea  may 
contain  at  least  as  much  caffeine  as  a cup  of  coffee.  Smokers  may 
metabolize  many  prescribed  and  other  drugs  more  quickly  than  non- 
smokers,  producing  a significant  reduction  in  the  effects  of  certain 
drugs  that  should  be  taken  into  account  when  dose  levels  are  being 
considered. 

Some  occupations  seem  to  be  conducive  to  smoking,  others  to  not 
smoking.  For  example,  in  the  U.S.,  one  study  showed  that  almost  90% 
of  airline  stewardesses  smoke,  whereas  about  80%  of  airline  pilots  are 
non-smokers.  It  is  conceivable  that  smokers  and  non-smokers  are  at- 
tracted to  different  occupations.  There  has  been  much  work  on  per- 
sonality factors  associated  with  smoking,  but  it  is  inconclusive  and 
difficult  to  summarize.  Smokers  have  often  been  found  to  be  more  anx- 
ious than  non-smokers,  but  it  is  not  known  whether  such  anxiety  is  a 
cause  or  a consequence  of  the  use  of  tobacco.  Some  smokers  prefer  to 
smoke  when  there  is  little  environmental  stimulation.  Others  smoke 
more  when  they  are  aroused.  Both  kinds  of  smokers  receive  more 
benefit  from  smoking,  in  terms  of  performance,  when  smoking  in  their 
preferred  situation. 

The  causes  of  smoking  are  unclear,  although  it  is  certain  that  teenagers 
are  more  likely  to  smoke  if  parents,  family,  and  friends  smoke.  A Bri- 
tish study  found  that  about  two-thirds  of  10  and  11  year  olds  had 
smoked,  and  that  about  10%  of  this  age  group  smoked  every  day.  One  in 
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nine  of  those  who  smoked  had  been  given  their  first  cigarette  by  a 
parent.  About  30%  of  Canadian  15-19  year  olds  smoke  every  day. 
Another  5%  smoke  occasionally.  The  proportion  of  female  teenagers 
who  smoke  has  increased  by  nearly  a half  in  the  last  decade,  but  the 
proportion  of  smoking  male  teenagers  has  changed  little.  Quebec  has 
the  highest  percentage  of  15-19  year  olds  who  smoke  regularly  (39%), 
and  Ontario  the  lowest  (25%).  Average  consumption  by  teenagers 
seems  to  be  considerably  lower  than  that  by  other  smokers. 

When  Use  Turns  to  Abuse 

An  interesting  question  concerns  the  point  at  which  use  of  cigarettes 
becomes  abuse.  Although  there  is  general  agreement  that  smoking  of 
somewhere  in  the  region  of  10  or  more  cigarettes  a day  is  detrimental  to 
health,  and  therefore  constitutes  abuse,  the  evidence  regarding  the 
hazards  associated  with  low  levels  of  consumption  is  more  controver- 
sial. Some  researchers  and  clinicians  claim  that  any  use  of  cigarettes 
constitutes  violence  to  the  respiratory  tract  and  other  organ  systems. 
Others  have  suggested  that  very  low  levels  of  tobacco  use  may  even  be 
beneficial  to  some  people. 

Other  violence  to  the  body  should  be  taken  into  account  in  determin- 
ing the  health  consequences  of  light  smoking.  A study  conducted  in 
Ireland  found  that  the  lung  cancer  mortality  rates  per  100,000  male 
non-smokers  aged  35  and  upwards  were  36  per  year  for' city  dwellers 
and  10  per  year  for  residents  of  rural  areas.  For  smokers  of  1-10 
cigarettes  a day  the  respective  rates  were  128  and  25  deaths  per  year. 
(The  rate  for  city  dwellers  who  smoked  more  than  22  cigarettes  a day 
was  509  deaths  per  year).  Thus  the  harm  consequent  upon  smoking  a 
small  number  of  cigarettes  a day  seemed  much  less  in  rural  than  in  ur- 
ban areas.  One  of  the  problems  in  determining  the  risk  or  benefit  asso- 
ciated with  low  levels  of  tobacco  use  is  that  there  are  relatively  few 
smokers  who  use  small  amounts.  Because  of  this,  however,  it  is 
reasonable  to  say  that  most  if  not  all  tobacco  use  is  abuse.  The  situation 
is  quite  different  from  that  of  other  popular  drugs.  Abusers  of  alcohol 
and  caffeine,  for  example,  comprise  only  small  proportions  of  users  of 
these  drugs. 

The  Swedish  Solution 

A lot  has  been  said  and  written  about  the  prevention  of  smoking.  Only 
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the  Swedes  seem  to  be  doing  very  much  about  it.  They  have  instigated 
. a 25-year  Smoking  Control  Program  whose  main  long-range  goals  are 
to  reduce  annual  per  capita  cigarette  consumption  from  its  current 
level  in  excess  of  1,600  per  adult  (less  than  one-half  of  the  current 
Canadian  consumption)  to  the  1920s  level  of  fewer  than  400,  and  to 
make  prevailing  attitudes  towards  smoking  so  unfavorable  that  smok- 
ing will  not  arise  again  as  a major  factor  harmful  to  public  health. 


A key  feature  of  the  Swedish  program  is  the  raising  of  children  born  in 
1975  and  later  in  an  anti-smoking  environment.  This  will  involve 
education  of  parents  and  teachers,  and  of  the  children  themselves  as 
early  as  during  kindergarten  years.  Smoking  will  not  be  allowed  in 
schools  nor  in  other  environments  children  will  experience  as  they 
grow  older  such  as  restaurants  and  theatres.  Special  smoking  with- 
drawal clinics  will  be  established  for  smokers  who  come  into  frequent 
contact  with  children.  (Workers  experiencing  unusually  high  levels  of 
air  pollution  will  also  have  priority  at  such  clinics.) 


Other  features  of  the  Swedish  program  include  market  regulation  such 
as  frequent  price  hikes,  banning  of  cigarette  vending  machines,  restric- 
tion of  sales  of  tobacco  products  to  special  stores,  and  the  prohibition  of 
sales  to  young  people.  A major  research  effort  is  to  be  undertaken  to 
support  the  molding  of  opinion  against  smoking. 


One  aspect  of  the  public  education  process  will  begin  in  1977.  Cigarette 
packs  will  carry  an  explicit  health  warning  to  be  changed  every  three 
months.  Different  targets  will  be  selected.  For  one  period  the  special 
hazards  to  pregnant  women  will  be  highlighted,  for  another  the 
deleterious  effects  on  the  cardiovascular  system  may  be  the  topic,  and 
so  on. 

Canadian  Reaction 

It  has  been  argued  that  such  an  ambitious  and  pervasive  program 
would  not  meet  with  public  support  in  Canada  because  it  involves  a 
substantial  restriction  of  individual  freedom.  Canadians,  this  argument 
implies,  should  be  left  free  to  pollute  themselves  and  each  other,  and 
left  free  to  allow  society  to  pick  up  the  health  cost  of  the  pollution. 
Pressure  against  such  a program  might  come  also  from  the  many  finan- 
cial interests  in  smoking.  These  range  from  the  huge  and  profitable 
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tobacco  growing  and  cigarette  manufacturing  industries  to  federal  and 
provincial  governments  who  raise  a considerable  portion  of  their 
revenue  through  taxes  of  various  kinds  on  the  sale  of  tobacco. 


In  Canada,  possession  or  use  of  tobacco  products  in  a public  place  by  a 
person  under  16  years  is  an  offense  under  the  Tobacco  Restraint  Act, 
which  became  law  in  1908.  The  maximum  penalty  on  first  conviction  is 
a reprimand;  on  second  conviction  it  is  a fine  of  $1;  on  third  and  subse- 
quent convictions  the  maximum  fine  is  $4.  Police  are  obliged  to  confis- 
cate the  smoking  materials. 


In  Ontario,  it  is  also  an  offense,  under  the  Minors’  Protection  Act,  to 
supply  tobacco  in  any  form  to  a person  under  18  years  (except  where  i 
the  minor  is  on  an  errand  for  parents  or  guardians  and  bears  a written  i 
request  from  them).  The  maximum  penalty  for  giving  tobacco  to  a 
minor  is  currently  $50.  Similar  legislation  may  exist  in  other  provinces,  j i 


Non-Smokers’  Rights 

Some  researchers  have  argued  that  passive  smoking—  i.e.  inhalation  of 
other  people’s  cigarette  smoke— many  be  hazardous,  especially  in  con-  j 
fined  environments  such  as  automobiles  and  conference  rooms.  < 
However,  there  is  no  clear  evidence  that  an  environment  contaminated  j 
by  tobacco  smoke  is  bad  for  the  health  of  healthy  non-smokers,  except  i 
possibly  that  of  young  children.  The  smoke  can  be  extremely  irritating,  | 
nevertheless,  and  it  can  cause  distressing  symptoms  in  allergic  persons  ! 
or  in  those  already  affected  by  heart  or  lung  disease. 

y 

Laws  and  regulations  restricting  the  use  of  tobacco  in  public  places  are 
being  introduced  and  implemented  across  Canada  with  remarkably  lit-  , 
tie  controversy.  Arizona  appears  to  provide  a model  for  anti-smoking  ii 
lobbies.  Smoking  in  public  places  in  that  state  is  forbidden  except  ! 
where  there  is  a notice  to  the  contrary.  The  city  of  Ottawa  has  moved  in  t 
the  same  direction.  As  of  January  1,  1977  smoking  was  prohibited  in  j 
most  public  areas  including  banks,  reception  areas,  taxis,  school  buses,  | 
and  retail  stores.  Fines  of  $25,  $75,  and  $150  for  first,  second,  and  third  f 
offenses  will  be  levied. 


Current  thinking  about  the  hazards  of  smoking  and  passive  smoking  is 
exemplified  by  the  closing  words  of  an  address  by  a former  U.S. 
Surgeon  General  to  the  Third  World  Conference  on  Smoking  and 


76 


Health.  “The  time  has  come  when  our  goal  can  no  longer  be  simply  to 
protect  the  smoker  from  himself.  The  time  has  come  to  protect  our- 
selves from  the  smoker.  We  will  all  benefit.” 


Addictions  welcomes  editorial  contributions— manuscripts, 
speeches,  or  papers— from  its  readers.  They  should  be  sent  to:  The 
Editor,  Addictions,  Addiction  Research  Foundation,  33  Russell 
Street,  Toronto,  Canada,  M5S  2S1. 
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Open  End  is  designed  as  a forum  to  air  and  stimulate  comment,  opinion,  and  j 
reaction  to  articles  which  have  appeared  in  Addictions.  Letters  should  be  50  to 
200  words,  signed,  and  addressed  to  the  editor,  Addictions,  Addiction  k 
Research  Foundation  of  Ontario,  33  Russell  Street,  Toronto,  Ontario,  Canada  | 
MSS  2S1.  The  editor  reserves  the  right  to  edit  letters  before  publication.  | 


One  gets  the  impression  from  " Mothers  on  Methadone  — 
Echoes  of  Failure"  (Summer  '76)  that  the  early  family  histories 
of  the  women  were  lacking  in  "nurturance  and  warm , loving 
care." 

According  to  our  clinic's  case  histories , the  low  self-image 
stemmed  not  from  their  early  home  life  but  from  their  per- 
sonal disapproval  of  their  drug- related  behavior , and  from 
society's  disapproval  of  that  behavior. 

The  description  in  the  article  of  the  discomfort  of  withdrawal 
for  the  child  and  the  trauma  for  the  mothers  reinforces  our 
policy  to  withdraw  pregnant  women  before  they  come  to 
term. 

lerry  Moran 
Counseling  Supervisor 
Edmonton  Drug  Treatment  Clinic 
Edmonton , Alberta 


Our  Force  has  the  usual  Treasury  Board  program  to  combat 
alcoholism , with  the  exception  of  British  Columbia , which  has 
one  person  solely  employed  in  this  field.  This  is  my  job  at 
present  and  I am  attempting  to  tap  all  the  resources  available. 
I have  had  the  chance  to  read  two  issues  of  Addictions  and  I 
feel  it  would  be  very  useful  to  receive  it  on  a regular  basis. 

S/Sgt.  B.D.  Baird 

Alcohol  Rehab.  Coordinator 

RCMP 

Victoria , B.C. 


I enjoyed  the  article  ", Mothers  on  Methadone ."  It  was 
stimulating  and  full  of  good  information  and  ideas. 

I agree  that  the  real  needs  of  the  pregnant  addict  or  her 
children  are  not  being  met  by  methadone  alone.  Could  any- 
one's real  needs  be  met  by  any  drug  alone ? I am  sure  any 
purely  chemical  maintenance  program  could  do  nothing 
more  than  perpetuate  the  continuing  cycles  of  dependency 
and  myths. 

I am  of  the  opinion  that  methadone ?,  or  any  other  drug , in  it- 
self has  no  innate  qualities  to  create  a behavior  change  — 
positive  or  negative.  People's  actions  can  both  create  change 
and  cause  stagnation.  Maybe  governments  and  commissions 
and  treatment  centres  could  take  some  action  to  see  and  go 
beyond  simply  providing  a legal  drug. 

Munro  P.  Mabey 
Counselor 

Chemical  Dependency  Centre 
Nanaimo , B.C. 


I have  often  appreciated  receiving  Addictions.  Now, 
however , after  the  Fall  1976  issue , / must  ask  you  to  discon- 
tinue sending  it  to  me.  I am  offended  and  outraged  by  the 
language  you  are  printing,  just  spare  me  the  trouble  of  putting 
it  in  the  trashbin  in  the  future. 

You  may  ask  Mr  McEachran  why  he  would  wish  to  clean  up 
alcoholic  drinks , when  he  continues  to  indulge  in  such 
juvenile  corruption  of  language  ("Sobriety  and  a Dry  Red, 
too"). 

In  addition , some  of  the  art  work  (pp.  32-33)  is  not  much  bet- 
ter. It  enforces  my  impression  that  you  are  no  longer  very 
serious  about  the  quality  of  your  publication. 

For  your  courtesy  of  sending  Addictions  to  me  in  the  past 
years , / am  nevertheless  grateful  to  you. 

Hans  W.  Zegerius 
Minister 

St  Andrew's  Presbyterian  Church 
Arthur  and  Gordonville,  Ontario 


With  the  publishing  of  Andrew  Malcolm's  article  (The 
Amotivational  Syndrome,  Fall  '76),  Addictions  seems  to 
have  hit  a new  high  in  'yellow  press'  journalism.  It  seems  that 
at  a time  when  more  professionals  in  the  'addictions  care  and 
control'  agencies  are  attempting  to  gain  increased  accuracy 
and  clarification,  Addictions  seems  intent  on  fostering  end- 
less controversy  and  pointless  debate. 

Most  people  who  are  familiar  with  the  drug  scene  in  Ontario 
know  of  Andrew  Malcolm's  tyrannical  tirades  against  pot  and 
his  transformation  of  science  into  scientism  in  attempting  to 
sanctify  his  politically  reactionary  ideology.  What  is  far  more 
disturbing  is  the  tendency  on  the  part  of  Addictions  to 
create  controversy  for  its  own  sake.  This  format  might  be  ac- 
ceptable for  a 'hot  line'  radio  show,  but  it  certainly  detracts 
from  the  espoused  goal  of  Addictions  to  act  as  a credible 
source  of  general  knowledge  and  awareness  for  those  people 
working  in  drug  addictions  and  related  fields 

Richard  Wilmot 
Senior  Researcher 
Addiction  Research  Foundation 
Toronto 


Editor's  Note:  Dr  Richard  Gilbert's  article  "Alcohol,  Economics  and  the  Public 
Purse"  (Summer  76)  resulted  in  a charge  by  one  critic  that  a "number  of  the 
statements  and  conclusions  are  misleading,  and  in  some  cases,  totally  un- 
warranted." Because  of  the  length  of  the  letter  and  Dr  Gilbert's  reply,  they 
cannot  be  printed  in  Open  End.  We  will  be  pleased,  however,  to  send 
copies  to  anyone  interested. 
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Tkese  Guides  Are  Mg  Garas 

by  Lee  M.  Silverstein 


Eight  years  ago  Lee  Silverstein  was,  in  his  words,  “ a morally  and 
spiritually  bankrupt  Peter  Pan,  seeking  only  pleasure,  loving  no  one, 
and  committed  to  nothing.  ” 

Since  then  he  has  “successfully  rechanneled  the  energy  and  intensity 
with  which  I led  a deviant  life  into  a positive  force. . .converting  the 
same  marketing  skills  with  which  I so  successfully  sold  material  goods 
into  an  ability  to  influence  change  in  people’s  lives,  thereby  bringing 
them  greater  satisfaction.  ’’ 

Silverstein  has  shared  those  skills  in  a soon  to  be  published 
book,  Consider  the  Alternatives.  This  article  capsulizes  some  of  his 
philosophy  of  therapy. 


The  therapy  I practise  is  based  on  what  I learned  (and  continue  to  learn, 
for  the  process  is  never  ending)  in  the  course  of  my  own  reeducation.  I 
needed  many  different  guides  to  achieve  a chemically  free,  reasonably 
comfortable  existence,  to  help  me  keep  my  resolve,  to  control  the  im- 
pulses that  want  me  to  do  differently  when  those  poor  me’s  take  over, 
when  I’m  down  because  I’m  not  special  or  sensational  enough.  I look  to 
the  guides  for  support,  for  those  warm  fuzzies  when  I’m  feeling  cold 
pricklies.  And  I’m  ever  so  grateful  they  are  always  there.  These  guides 
are  my  gurus. 

A guru  is  a teacher— not  a god  but  a guide.  My  gurus  are  those  signifi- 
cant people  in  my  life  who  have  taught  me  how  to  become  myself  and 
feel  comfortable  with  myself.  I am  a pupil  to  many  teachers.  My  gurus 
include  poets,  songwriters,  authors,  entertainers,  lovers,  students,  pa- 
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tients,  fellow  AA  members,  literary  and  theatrical  characters,  the 
monks  of  Mt  Savior,  my  family,  and  my  friends. 

As  I met  my  gurus,  I was  astonished  to  see  that  their  ideas  and  princi- 
ples graphically  illustrated  the  realities  and  experiences  I was  painfully 
discovering  in  my  own  recovery.  Over  and  over,  I seemed  to  hear  the 
same  message.  The  lyrics  were  different,  but  the  music  was  the  same.  It 
turned  out  that  my  gurus  have  more  in  common  than  not,  and  that 
commonality  represents  the  core  of  my  own  development  and  of  what  I 
teach  to  others. 

The  Gurus’  Lessons 

Take  charge.  First,  I learned  that  I am  in  charge  of  my  own  being.  All 
my  behavior  is  the  result  of  my  choices.  Even  though  my  past  may  in- 
fluence me,  it  is  my  choice  to  allow  it  to  control  my  present.  I drifted 
through  much  of  my  life  without  being  aware  I had  the  potential  to 
change— to  do  something  differently.  When  I became  aware  of  and  ac- 
cepted my  choice-making  power,  I could  then  begin— if  I chose,  and  I 
did— to  direct  my  behavior  toward  a positive,  more  responsible  way  of 
life. 

Act  responsibly.  In  therapist  Bill  Glasser’s  words,  I can  choose  to  “fulfill 
my  needs  in  a way  that  does  not  deprive  others  of  their  ability  to  fulfill 
their  needs.  I accept  the  consequences  of  my  chosen  behavior.  I have 
found  that  responsible  behavior  tends  to  create  happiness,  but  unhappi- 
ness does  not  cause  me  to  behave  in  an  irresponsible  way.” 

Focus  on  present  behavior.  It’s  important  for  me  to  focus  on  what  I am 
doing  now,  to  look  at  what  my  present  behavior  is  and  how  it  might  or 
might  not  be  helping  me.  The  now  is  important  because  I can’t  really 
change  the  past,  but  what  I do  now  will  influence  the  future.  It’s  like  the 
Sanskrit  proverb,  “Look  to  this  day,  for  it  is  life,”  and  the  Carly  Simon 
lyric,  “Let’s  stay  right  here  cuz  these  are  the  good  old  days.” 

Choose  from  alternatives,  a plan.  In  order  to  choose  freely,  I need  to 
look  at  other  ways  of  behaving— at  alternatives.  I must  consider,  evalu- 
ate, then  decide  on  an  alternative.  Choosing  an  alternative  is  the  begin- 
ning. Then  I must  form  a plan.  My  plan  is  my  way  of  saying  to  myself 
that  I want  to  start  a new  behavior,  no  matter  how  small,  and  begin  to 
redirect  my  actions  in  a positive,  more  responsible  manner. 
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Do  the  plan.  Once  I have  made  the  plan  I must  do  it.  As  AA  taught  me, 
“You  walk  the  walk,  not  just  talk  the  talk.”  Confession  without  change 
is  a game.  The  psychologist  William  James  came  up  with  three  rules  for 
starting  any  project.  He  said:  do  it  immediately;  do  it  flamboyantly,  tell- 
ing as  many  people  as  you  can  so  you  have  a built-in  support  group  to 
cheer  you  on  and  keep  you  from  turning  back;  and  don’t  make  excuses 
or  exceptions. 

Do  it  over  and  over  (and  over  and  over).  Any  new  behavior  feels  uncom- 
fortable and  painful  initially.  I must  do  it  over  and  over  until  it  becomes 
a way  of  life.  Just  as  I learned  the  bad,  I can  learn  the  good— by  practis- 
ing it. 

These  are  the  principles  which  guide  my  life,  which  I teach  to  others, 
and  which  I recommend  to  you.  Our  goal  is  to  reeducate  people  in  the 
business  of  living,  just  as  they  educated  themselves  to  act  in  self-defeat- 
ing ways. 

What  This  Approach  Is  Not 

Perhaps  the  best  way  to  begin  describing  my  approach  to  therapy  is  to 
list  some  of  the  ways  in  which  it  differs  from  many  of  the  standard 
therapies,  as  well  as  from  some  common  notions  of  what  therapy  is. 

It  has  no  orthodox  methodology.  Many  helpers  get  so  caught  up  in  a 
methodology  that  they  often  forget  their  purpose.  For  them,  the  means 
to  change  take  precedence  over  the  needs  of  the  person.  There  is  no 
single,  pure  treatment  modality  which  can  be  successfully  applied  to  all 
people.  The  goal  of  discovering  one  is  not  realistic  because  every  in- 
dividual is  unique. 

My  goal  is  to  provide  comprehensive  treatment  services  for  any  persons 
who  want  them.  I seek  to  design  the  services  to  be  responsive  to  the 
needs  of  the  people  concerned,  rather  than  to  fit  the  people  into  estab- 
lished programs  and  methodologies.  When  appropriate,  I often  refer 
people  to  other  helpers  or  sources  of  help  to  supplement  the  work  I am 
doing  with  them. 

It  does  not  promise  a total,  permanent  cure.  No  treatment  program  can 
guarantee  a cure  forever.  People  are  dynamic,  and  relapses  do  occur. 
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The  initial  change  away  from  self-defeating  behavior  patterns  repre- 
sents only  a beginning.  Constant  vigilance  is  needed  to  maintain  the 
change.  And  change  itself  tends  to  be  incremental  rather  than  apocalyp- 
tic. 

It  does  not  rely  on  professional  jargon  or  dehumanizing  classifications.  I do 
' not  use  language  that  sets  me  apart  from  the  person  I am  helping  and 
separate  that  person  from  his  feelings  and  experiencev  Rigid  concepts 
and  categories  can  make  a person’s  difficulties  seem  more  formidable 
than  they  have  to  be,  both  to  client  and  counselor.  In  their  place,  I 
prefer  to  use  whatever  vocabulary  helps  the  client  understand  his  own 
situation  in  terms  that  are  real  to  him,  and  allows  us  both  a fluid  ap- 
preciation of  his  development. 

It  does  not  emphasize  insight  into  the  past  and  into  sources  of  problems.  Too 
much  emphasis  on  the  past  can  lock  a person  into  a pessimistic,  deter- 
ministic view  of  himself  and  obscure  his  potential  to  choose  a different 
course  in  the  present.  Insight  is  useful,  but  my  first  concern  is  with  a 
more  practical  aim— to  deal  directly  with  the  most  serious  problems  a 
person  has  now,  the  ones  that  prevent  him  from  functioning  as  a 
responsible,  reasonably  fulfilled  person.  Once  that  is  accomplished, 
there  tends  to  be  an  immediate,  positive  emotional  change,  a growth  of 
self-esteem  and  contentment,  such  that  insight  into  the  past  comes  to 
be  of  secondary  importance. 

It  does  not  have  all  the  answers.  The  basic  question  I address  as  a 
therapist  is,  “How  do  we  express  in  words  and  deeds  our  feelings  about 
situations  in  which  we  find  ourselves?”  To  be  truly  healthy  human 
beings  we  must  confront  and  accept  our  whole  emotional  repertoire.  I 
attempt  to  aid  the  individual  in  the  journey  into  himself  so  that  he  may 
get  in  touch  with,  and  hopefully  own,  those  feelings  that  lie  deep  inside. 
(By  own  I mean  make  them  his  own,  understand  them,  be  comfortable 
with  them,  live  by  them  without  being  ruled  by  them.)  In  the  end, 
however,  we  can  depend  on  no  one  but  ourselves  in  the  investigation 
into  our  feelings.  Ultimately,  we  are  left  alone  to  ponder  our  gut  reac- 
tions to  issues. 

As  a helper,  I don’t  claim  to  have  all  the  answers.  I’m  reminded  of 
Sheldon  Kopp’s  book,  When  You  Meet  the  Buddha  on  the  Road— Kill 
Him.  I cannot  be  a Buddha  for  others,  for  the  true  Buddha  can  only  be 
found  within  oneself.  I am  but  a guide  to  help  people  find  the  meaning 
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inside  themselves— to  explore  without  terror.  I help  them  look  inside 
until  they  tap  the  resources  of  their  Buddha. 

What  This  Approach  is 

Often  it  is  easier  to  say  what  something  is  not  than  what  it  is.  I cannot 
provide  rules  or  set  patterns  to  describe  what  I do  when  I do  my  thing 
with  people,  nor  can  I supply  an  analysis  of  how  and  why  it  works. 
Someone  once  asked  my  dear  friend  Marilyn,  “How  does  Alcoholics 
Anonymous  work?”  With  beautiful  simplicity  she  answered,  “Just 
fine,  just  fine.”  In  my  counseling  practice  I’ve  been  lucky.  More  people 
than  not  (a  reasonable  guideline  again)  have  achieved  a reasonable 
degree  of  comfort  after  they  have  had  discomfort  and  a reasonable 
degree  of  happiness  after  they  have  been  unhappy.  Most  important, 
they  have  achieved  hope  after  long  periods  of  hopelessness.  How  have  I 
helped  accomplish  this?  My  methodology  is  eclectic  and  flexible.  It  is  a 
design  that  lacks  design,  one  that  is  situational  and  dependent  on  what 
is  happening  now  between  human  beings. 

With  regard  to  its  theoretical  grounding,  I like  to  think  of  my  treatment 
program  as  a cafeteria  of  gurus.  The  cafeteria  includes,  but  is  not 
limited  to:  human  potential  movement;  creativity  training; 
bioenergetics;  humanistic  education;  psychosynthesis;  effective  educa- 
tion; Silva  mind  control;  awareness  training;  transcendental  meditation 
(TM);  sensitivity  training;  Erhard  Seminar  Training  (EST);  Gestalt 
training;  Rolfing;  Reality  Therapy;  Arica;  Values  Clarification;  Ra- 
tional-Emotive Therapy;  transactional  analysis  (TA);  primal  therapy; 
and  assertiveness  training. 

Out  of  all  these  sources,  I would  say  that  three  are  central  to  my  ap- 
proach. Basically,  I superimpose  the  concepts  of  Values  Clarification,  as 
outlined  by  Sidney  Simon  and  his  associates,  on  William  Glasser’s 
Reality  Therapy  and  Albert  Ellis’s  Rational-Emotive  Therapy. 

Theory  and  Practice 

No  theory  of  human  growth  will  do  any  good  unless  it  is  put  into  prac- 
tise through  an  authentic  personal  relationship.  I try  to  establish  that 
relationship  by  being  the  same  person  I am  anywhere  else,  with  an 
added  dimension  of  professional  consciousness.  The  techniques  of  in- 
volvement are  expressions  of  my  personal  background  and  my  ex- 
perience as  a counselor— what  I am,  what  I have  observed,  what  I have 
accomplished. 
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When  people  come  to  me  who  are  having  difficulty  in  living,  basically  ! 
what  I say  to  them  is,  “Come  dine  with  me.  Talk  with  me.  Let  me  care.  : 
Let’s  get  acquainted  and  look  at  the  problem  together.  Let’s  look  at  I 
what  you’ve  been  doing.  Are  you  happy  with  it?  Is  it  helping  you?  Let  j 
me  share  with  you  what  has  worked  for  me  and/or  for  others.  Let  me 
show  you  what  some  of  the  gurus  have  had  some  luck  with.  I won’t  give 
up  on  you  even  if  you  give  up  on  yourself.  Let  me  reach  out  and  let’s 
walk  together.”  That  is  my  commitment— not  to  give  up  on  a person.  I 
say,  “You’ve  been  tending  to  yourself  for  a long  time.  Now  we’re  going 
to  tend  together,  that  is,  explore,  care,  and  learn.  First  you’ll  learn  by 
working  with  me,  then  with  others,  then  with  your  world.  This  time  you 
can  learn  to  do  it  in  a better,  more  successful  way.” 

Involvement  as  Hospitality 

What  is  involvement?  It  is,  first,  a recognition  of  everyone’s  unique  in- 
dividuality and  common  humanity.  Songwriter  Dory  Previn  sings  in 
“The  Midget’s  Lament”  of  the  midget  who  is  looked  at  with  the  at- 
titude that  “if  you’ve  seen  one  midget,  you’ve  seen  them  all.”  The 
midget  has  “half  the  heart,  twice  the  pain;  half  the  heart,  twice  the 
pain.”  Our  stereotypes  block  our  involvement  with  people  and  blind 
our  vision  to  their  similiarities  and  differences.  Who  was  “sweet 
Marilyn  Monroe  on  the  silver  screen”  or  “sweet  beautiful  Jesus  on  a 
painted  cross?”  Dory  Previn  wants  to  know  their  person— did  Marilyn 
ever  have  a headache;  did  her  mama  own  a gramaphone?  Was  Jesus 
jealous  of  his  father;  did  he  like  to  walk  on  water? 

Despite  all  our  differences,  we  still  share,  as  human  beings,  many  of  the 
same  feelings.  A quotation  that  I would  like  to  see  on  every  helper’s 
desk,  with  a copy  given  to  every  person  they  work  with,  is  this  one  from 
Sheldon  Kopp’s  Guru: 

My  pain  hurts  as  yours  does.  Each  of  us  has  the  same  amount  to 
lose— all  we  have.  My  tears  are  as  bitter,  my  scars  as  permanent.  My 
loneliness  is  an  aching  in  my  chest,  much  like  yours.  Who  are  you  to 
feel  that  your  losses  mean  more  than  mine.  What  arrogance!. . . I feel 
angry  at  your  ignoring  my  feelings.  I live  in  the  same  imperfect  world  in 
which  you  struggle,  a world  in  which,  like  you,  I must  make  do  with 
less  than  I would  wish  for  myself. ...  And  too,  you  seem  Jo  feel  that 
you  should  be  able  to  succeed  without  failure,  to  love  without  loss,  to 
reach  out  without  risk  of  disappointment,  never  to  appear  vulnerable  or 


even  foolish. . . . Why  ? While  the  rest  of  us  must  sometimes  fall,  be 
hurt,  feel  inadequate,  but  rise  again  and  go  on.  Why  do  you  feel  that 
you  alone  should  be  spared  all  this?  How  did  you  become  so  special? 
In  what  way  have  you  been  chosen  ?. . . You  say  you  've  had  a bad  time 
of  it,  an  unhappy  childhood?  Me  too.  You  say  that  you  didn't  get  all 
you  needed  and  wanted,  weren't  always  understood  or  cared  for? 
Welcome  to  the  club! 

Offer  of  Free  Space 

We  need  to  meet  people  as  they  are,  and  not  with  prerequisites.  We 
need  to  meet  people  where  they  are,  and  not  where  we’d  like  them  to 
be.  According  to  my  friend  Henri  Nouwen,  a priest  who  is  currently  on 
the  faculty  of  the  Yale  Divinity  School,  if  we  are  all  compassionate, 
we  can  understand  and  share  suffering,  we  can  be  each  the  support  for 
the  other,  we  can  feel  the  pain  by  joining,  listening,  learning,  and  show- 
ing strength  together. 

Father  Nouwen  believes  that  alienation  and  hostility  represent  the  pre- 
vailing attitude  of  our  culture.  We  are  all  strangers  to  one  another,  and  a 
new  relationship  almost  always  commences  with  suspicion,  discomfort, 
and  distrust.  To  overcome  this  pr evading  sense  of  alienation  and 
hostility,  Father  Nouwen  has  devised  the  concept  of  hospitality  as  a 
prior  condition  for  true  involvement.  Hospitality  is  simply  an  offer  to  a 
stranger  of  breathing  room  or  free  space.  “Hospitality,  therefore, 
means  primarily  the  creation  of  a free  space  where  the  stranger  can 
enter  and  become  a friend  instead  of  an  enemy.  Hospitality  is  not  to 
change  people,  but  to  offer  them  space  where  change  can  take  place.” 
When  Henri  discusses  hospitality,  he  does  so  not  only  in  terms  of  out- 
right stranger  relationships,  but  also  in  terms  of  personal  relationships 
that  are  often  entangled  with  egos  and  expectations:  parent-child, 
teacher-student,  healer-patient. 

Hospitality  comes  through  the  richness  of  poverty.  It  is  manifested  in 
the  poverty  of  mind,  a mind  that  has  learned  to  unlearn  unnecessary  ra- 
tionale and  intellectualizing  so  that  pure  contact  can  be  made.  It  is 
manifested  in  the  poverty  of  the  heart,  a heart  that  has  given  up  preju- 
dices, worries,  jealousies,  and  all  that  is  implied  in  egoistic  possessive- 
ness. True  hospitality  is  not  colored  by  selfish  motivation.  According  to 
Henri,  “Once  we  have  given  up  our  desires  to  be  fully  fulfilled,  we  can 
offer  emptiness  to  others.  Once  we  become  poor,  we  can  be  a good  host. 
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It  is,  indeed,  the  paradox  of  hospitality  that  poverty  makes  a good  host. 
Poverty  is  the  inner  disposition  that  allows  us  to  take  away  our  defenses 
and  convert  our  enemies  into  friends.” 

Therapy  as  Involvement 

Establishing  a therapeutic  relationship  means  creating  an  alliance  of 
equals.  That  is  the  first  step,  but  it  is  also  a continuing  step,  because  if 
you  lose  the  involvement  you  lose  the  opportunity  to  help.  I build  in- 
volvement by  listening  accurately  and  speaking  relevantly,  so  as  to  es- 
tablish and  maintain  a communication  that  is  genuine  on  both  sides  and 
genuinely  shared. 

The  first  step  is  a welcoming— an  atmosphere  that  says,  as  Helen  Soren- 
son, my  dear,  late  friend  of  the  Salvation  Army  used  to  say,  “Hello 
there,  you  are  welcome  here.”  Wow,  what  a meaningful  experience  to 
someone  who  for  so  long  has  felt  that  he’s  had  no  one.  As  Linda,  in 
Arthur  Miller’s  Death  of  a Salesman,  says  to  Biff  and  Happy  during 
Willy  Loman’s  most  depressed  and  oppressed  days,  “But  he’s  a human 
being,  and  a terrible  thing  has  happened  to  him.  So  attention  must  be 
paid.”  Attention  must  be  paid  to  a person  as  a unique,  totally  human 
being. 

I try  to  come  to  a person  empty,  void,  with  poverty  of  mind,  devoid  of 
assumptions.  Upon  meeting  new  people  I try  to  avoid  making  judg- 
ments, I try  to  avoid  unpardonable  statements  such  as  “Oh-oh,  I had 
one  like  him  last  year.”  Instead,  I say,  “Come  on,  find  yourself,  know 
yourself,  be  yourself.  You  no  longer  have  to  be  anyone  else.”  When  I 
got  to  AA,  it  was  the  first  time  I didn’t  have  to  be  my  father’s  son.  I 
didn’t  have  to  be  like  my  brother-in-law  or  like  anyone  but  Lee.  They 
gave  me  permission  to  be  me,  and  for  the  first  time  I felt  that  I 
belonged.  “That’s  how  I’ll  be  with  you,”  I promise.  “I’m  not  going  to 
teach  you  what  to  do,  but  I’ll  sure  help  you  learn  how  to  do  it.”  As 
songwriter  Rod  McKuen  put  it: 

I know  no  answers 
To  help  you  on  your  way 
The  answers  lie  somewhere 
At  the  bottom  of  the  day. 

But  if  you  ve  a need  for  love 
I’ll  give  you  all  I own, 
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It  might  help  you  down  the  road 
Till  you  find  your  own. 

That  is  the  hospitality  of  the  therapist.  You  are  there  not  to  do  it  your- 
self, not  to  give  out  the  answers,  but  to  make  a space  in  which  others 
can  know  themselves. 

One  way  I help  people  know  themselves  is  by  letting  them  know  me. 
That’s  why  I share  my  feelings,  attitudes,  opinions,  experiences,  my 
history,  and  my  relationships  with  others  where  that  information  is 
relevant.  I will  care  as  much  as  I can  and  share  as  much  as  I can.  In  our 
sharing  relationship,  each  of  us  is  permitted  to  be  authentically  our- 
selves. 

Facilitating  Change 

As  a helper  I work  toward  the  goal  of  getting  people  to  believe  they  can 
change,  that  they  can  gain  the  confidence  and  the  power,  and  indeed 
have  had  within  them  all  along  the  power  to  change.  In  The  Wizard  of 
Oz,  when  the  scarecrow  asked  for  brains,  the  wizard  replied,  “You 

don’t  need  them Experience  is  the  only  thing  that  brings 

knowledge,  and  the  longer  you  are  on  earth,  the  more  experience  you 
will  have.”  When  the  lion  asked  for  courage  the  wizard  replied,  “You 
have  plenty  of  courage,  I am  sure. ...  All  you  need  is  confidence  in 
yourself.”  The  false  wizard  was  after  all  a true  wizard  because  he 
realized  that  the  cure  for  our  weaknesses  and  maladies  comes  not  from 
a magic  source,  but  from  tapping  the  inner  power  of  ourselves.  The 
cure  lies  in  getting  down  to  the  Buddha  that  lies  within. 

Just  as  the  wizard  could  provide  no  magic  cure,  neither  can  a helper. 
Only  action  on  my  part  can  change  my  behavior.  In  Shrinks, 
Etc.,  Thomas  Kiernan  comments  on  the  notion  of  cure: 

So  be  it.  But  if  you  are  the  victim  of  a psychic  disorder,  be  warned  that 
although  psychotherapy  can  be  comforting,  it  cannot  cure.  With  that 
small  fact  in  mind,  you  may  then  gain  some  benefit  from  a course  in 
psychotherapy— if  nothing  else,  at  least  a smattering  of  knowledge  or 
insight  about  yourself  that  you  might  not  otherwise  have  had  because 
of  the  unavailability  of  introspection  in  your  life.  This,  if  anything,  is 
just  about  all  psychotherapy  has  to  offer,  it  seems;  to  expect  more  is  to 
suffer  from  the  very  delusions  and  false  expectations  that  psy- 
chotherapy pretends  to  cure. 
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What  is  the  change  that  the  Buddha  within  can  make,  and  that  we  can 
help  along?  I think  of  it  as  the  change  from  being  fractured  to  being 
open. 

Fractured  persons  are  the  casualties  of  the  chemophilic  society.  They 
are  the  people  who  are  beset  by  anxiety;  who  lack  an  identity  that  allows 
them  to  take  hold  of  themselves,  to  take  charge  of  their  health  and  their 
educational  and  emotional  development.  They  are  uninvolved  and  feel 
inadequate  to  cope  with  other  people  and  with  their  environment.  They 
are  constantly  seeking  immediate  relief  from  outside  sources,  blaming 
other  people,  places,  and  things  for  their  problems,  rationalizing  their 
behavior,  and  suffering  remorse  and  guilt  about  their  thoughts  and  ac- 
tions. They  have  a pervading  sense  of  loneliness  and  resent  what  others 
have.  They  suffer  from  psychosomatic  illnesses  and  ailments,  are  dis- 
satisfied with  home  and  job,  and  constantly  seek  quick  solutions  such  as 
a geographical  cure,  a job  change,  a change  of  spouse.  They  experience 
unknown  fears  and  anguish  and  are  preoccupied,  even  obsessed  with 
protecting  their  self-destructive  behavior.  The  feelings  of  the  fractured 
person  are  best  summed  up  by  Neil  Sedaka  when  he  sings,  “Just  waking 
up  brings  you  down.” 

Some  people,  especially  those  seeking  help,  reach  a bottom  point,  at 
which  all  or  some  of  the  pain  comes  together  to  force  them  to  look  at 
what  is  going  on  and  what  they  can  or  cannot  control.  Then  they  start 
the  journey  toward  becoming  an  open  person.  This  change  of  attitude, 
this  new  belief,  this  admission  of  their  true  state  of  being  coupled  with 
an  acceptance  of  where  they  are  to  go  and  the  possibility  of  getting 
there,  provides  an  openness  to  change  (not  just  to  adjustment).  This  is 
what  I strive  for  with  the  people  with  whom  I work. 

As  people  climb  the  ladder  of  openness  they  begin  to  put  themselves 
together  physically  with  good  eating,  working,  and  sleeping  habits. 
They  become  believers  in  practising  and  accepting  the  consequences  of 
their  behavior,  in  staying  in  the  here  and  now,  in  setting  some  rights 
and  wrongs  for  themselves,  and  in  distinguishing  between  their  needs 
and  their  wants.  They  stop  making  excuses  for  their  behavior.  They 
may  achieve  some  sense  of  spiritual  value.  They  thrill  as  they  begin  to 
become  involved  with  people  and  their  environment,  and  as  the  ten- 
sion, the  fear,  the  anxiety,  and  the  loneliness  give  way  to  reasonable 
happiness  and  comfort. 
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How  People  Change 

In  my  work  with  people  I have  learned  that  certain  attitudes  and  ap- 
proaches on  the  part  of  a helper  can  be  very  helpful.  How  do  people 
change?  Not  by  being  criticized.  The  last  thing  people  need  when  they 
lack  self-confidence  and  a sense  of  wholeness  is  to  be  driven  to  doubt 
themselves  even  more.  I have  worked  to  get  almost  all  the  negative 
commentary  out  of  my  therapeutic  procedure.  Rather,  I like  to  say  that 
“people  learn  and  change  by  being  listened  to,  touched,  validated,  sup- 
ported, and  offered  alternatives.”  These  are  five  important  ways  in 
which  a helper’s  involvement  is  expressed. 

Listening.  Listening  means  actively  listening.  Many  of  us  hear,  but  few 
of  us  listen.  Instead  we  are  caught  up  in  the  age-old  primal  cry:  “How 
may  I ever  be  emancipated?”  And  the  Zen  Master’s  answer:  “Who  has 
ever  put  you  in  bondage?”  “I’m  stuck,”  is  the  cry.  And  we  cry  and  we 
cry  and  we  cry.  We  have  got  to  learn  to  listen.  This  point  is  comically 
highlighted  in  the  following  Zen  story  told  by  Sheldon  Kopp: 

Starting  out  as  he  does  in  the  urgency  of  his  mission,  it  is  difficult  for 
the  pilgrim  to  learn  this  patient  yielding.  This  is  to  be  seen  in  the  old 
Zen  story  of  the  three  young  pupils  whose  Master  instructs  them  that 
they  must  spend  a time  in  complete  silence  if  they  are  to  be  enlightened. 

‘ Remember , not  a word  from  any  of  you,  ’ he  admonishes.  Im- 
mediately, the  first  pupil  says,  7 shall  not  speak  at  all.  ’ ‘ How  stupid 
you  are,  ’ says  the  second.  ‘Why  did  you  talk?’  7 am  the  only  one  who 
has  not  spoken,  ’ concludes  the  third  pupil. 

As  songwriter  Paul  Simon  stated  in  “The  Boxer,”  “A  man  hears  what 
he  wants  to  hear  and  disregards  the  rest.”  We  must  learn  to  listen  if  we 
are  to  help  find  alternatives.  Sid  Simon’s  exercises  stress  eye  contact, 
full  attention,  noninterruption,  and  all  things  essential  for  opening  our 
ears  to  someone  else. 

We  must  hear  all  that  is  being  said— we  must,  in  fact,  go  beyond  mere 
words  and  truly  listen  to  the  other  person.  Listening  encompasses  at- 
tending to  the  total  person— to  the  tone,  inflections,  and  voice  modula- 
tion, facial  expressions,  gestures,  body  posture,  and  other  nuances  of 
communication. 

Touching.  The  touching  I am  talking  about  is  not  sex.  Nor  is  it 


18 


encounter-group  touching.  It  is  the  simple  physical  touching  that  ex- 
presses friendship  and  affection,  and  it  is  also  a touching  of  the  spirit. 
What  touches  the  spirit  is  the  quality  of  our  involvement.  I will  do 
whatever  I have  to  do  to  engage  with  a person  and  to  get  that  person  to 
engage  with  me.  Some  people  (for  example,  alcoholics  referred  to  me 
by  doctors)  come  to  me  involuntarily  and  at  first  reject  me.  I come  back 
to  them  again  and  again  with  the  same  friendly  greeting  until  my  com- 
mitment gets  through  to  them.  That’s  what  I mean  by  touching  the 
spirit. 

Validating.  Validation  (positive  acceptance)  by  a therapist  helps  en- 
courage self- validation  (self-acceptance).  When  I start  seeing  someone, 
I say,  in  effect  “You  can’t  be  ugly  to  me  because  I,  like  the  Velveteen 
Rabbit,  understand.”  The  Velveteen  Rabbit,  a selection  from  children’s 
literature,  illustrates  beautifully  the  concept  of  being  real,  of  being  un- 
conditionally accepted. 

As  helpers  we  have  to  help  find  unique  answers  for  unique  people. 
They  have  to  discover  or  rediscover  their  own  uniqueness.  They  have 
to  love  themselves  so  that  they  can  get  involved  with  other  unique  peo- 
ple and  a unique  world.  They  have  to  find  the  best  and  look  with  what 
Art  LeBlanc  calls  “positive  eyeballs,”  or  they  will  stay  locked  into  the 
worst  and  continue  to  be  blinded  by  their  negative  eyeballs. 

Supporting.  Support  is  expressed  by  our  initial  commitment:  “I  won’t 
give  up  on  you.”  It  is  expressed  all  along  the  way  by  the  specific  positive 
feedback  we  give  whenever  someone  makes  a small  advance,  and  by 
our  reaffirmation  of  commitment  whenever  someone  falls  back.  What  I 
say  is,  “I  know  that  up  until  now  you  have  been  afraid,  you  have  feared 
rejection,  but  I want  to  help  and  I know  you  have  the  power.  If  you, 
together  with  me,  will  look  at  worlds  other  than  the  one  you  have  been 
in,  you  just  might  do  better.”  As  Carole  King  wrote  and  sang,  isn’t  it 
good  to  know  “You  Got  a Friend”?  We  can’t  do  it  alone.  We’ve  tried 
our  way  and  failed.  We  all  need  a guide  to  aid  us  on  the  road  to  our- 
selves. I’ve  yet  to  see  any  data  that  shows  any  form  of  therapy  better 
than  a simple  helping  relationship. 

Offering  alternatives.  Just  deciding  to  change  behavior  is  only  the  begin- 
ning, in  the  sense  that  we  then  have  to  look  at  and  evaluate  new 
possibilities.  Being  told  in  my  active  alcohol  days  that  my  problem  was 
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alcohol  didn’t  really  help  me  stop  drinking,  since  I saw  alcohol  as  not 
only  the  problem,  but  also  the  solution  (if  you’ll  pardon  the  pun).  What 
choice  was  I given?  Give  up  booze?  For  what?  To  get  pain  and  misery? 
I couldn’t  stop  hurting  by  just  stopping  drinking.  Being  told  to  stop  was 
like  being  given  ice  in  the  winter. 

A person’s  acceptance  of  responsibility  for  his  own  life  and  evaluation 
of  his  present  behavior  do  not  directly  lead  to  behavioral  change.  They 
can  simply  lead  to  an  acceptance  of  the  problem.  As  Bill  Glasser  has 
stated  so  often,  “Live  it  or  give  it  up.”  As  helpers  we  can  try  to  help 
people  find  new  meaning  in  their  lives,  to  replace  their  paralysis  with 
action. 

Some  Thoughts  on  Involvement 

Involvement  can’t  be  restricted  to  a 50-minute  hour.  For  me,  it  goes  on 
all  the  time.  It  means  constantly  looking  at  the  world  for  what  it  can 
mean  to  someone  else.  Whatever  I do  or  see,  I try  to  think,  “How 
would  this  help  or  interest  someone  I care  for?”  I find  myself  always 
cutting  things  out  of  newspapers  and  magazines,  writing  notes,  making 
phone  calls,  recommending  books  and  films  and  records.  Sometimes  I 
keep  up  with  people  by  means  of  occasional  cards  and  phone  calls  long 
after  they  terminate  our  formal  relationship,  especially  in  cases  where 
they  remain  stuck  in  the  “I  can’t”  stage. 

Involvement  has  its  limits.  At  the  same  time  as  I approach  my  clients  as 
friends  (and  many  of  them  become  my  friends),  I need  to  maintain  a 
certain  professional  objectivity,  both  for  their  sake  and  mine.  I call  that 
being  “involved  but  not  entangled.”  When  I say,  “I  care  as  much  as  I 
can,”  I am  referring  to  the  fact  that  people  sometimes  want  me  to  be 
other  than  what  I am— to  be  a lover,  a parent,  whatever.  If  I were  to  try 
to  be  any  of  those  things,  I would  lose  the  poverty  of  emotion  that 
makes  me  a good  helper,  and  I would  be  risking  destructive  conse- 
quences for  my  own  life. 

In  keeping  with  my  cafeteria  concept,  it’s  a good  idea  to  be  familiar  with 
all  the  local  therapists  and  community  resources  that  can  be  of  use  to 
the  people  you  work  with.  Some  of  the  groups  and  agencies  to  which  I 
refer  people  are  Alcoholics  Anonymous,  Overeaters  Anonymous, 
Weight  Watchers,  mental  health  clinics,  consciousness-raising  groups, 
self-improvement  courses,  dance  lessons,  and  arts  and  crafts  centres.  I 
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usually  make  these  referrals  to  supplement  my  own  work  with  clients, 
but  I also  make  them  in  cases  where  I don’t  work  well  with  someone, 
where  my  methods  simply  don’t  accomplish  much  and  I feel  that  the 
relationship  should  not  be  continued. 

Another  important  resource  to  bring  to  bear,  whenever  possible,  is  the 
family.  You  cannot  hope  to  deal  with  problems  affecting  family  life  and 
relationships— for  example,  alcoholism,  the  family  disease— without 
involving  the  family.  Otherwise  you  may  deal  successfully  with  one 
symptom  of  a family’s  conflict,  such  as  drinking,  only  to  find  other  dis- 
ruptive problems  still  present.  Involving  the  family  also  can  enable  you 
to  verify  or  discredit  information  you  get  from  the  person  you  are  work- 
ing with. 

I have  an  understanding  with  the  people  I work  with  that  confidentiality 
will  be  maintained  except  in  some  fairly  unusual  cases  where  it  would 
be  destructive  to  do  so.  I do  not  want  to  help  people  be  irresponsible  or 
perpetuate  their  problems,  and  so  I do  not  feel  bound  to  confidentiality 
where  it  would  only  let  them  harm  others  or  evade  themselves. 
For  example,  a husband  told  me  about  an  affair  he  was  having  but  said 
he  did  not  want  it  brought  up  in  sessions  with  his  wife.  With  his  wife 
unable  to  interpret  what  was  going  on  because  she  lacked  an  essential 
piece  of  information,  the  meetings  became  a meaningless  charade,  and 
I stopped  seeing  that  couple. 

Morris  L.  West  says  in  The  Shoes  of  the  Fisherman: 

It  costs  so  much  to  be  a full  human  being  that  there  are  very  few  who 
have  the  enlightenment  or  the  courage  to  pay  the  price. . . . One  has  to 
abandon  altogether  the  search  for  security  and  reach  out  to  the  risk  of 
living  with  both  arms. . .one  has  to  embrace  the  world  like  a 
lover. . .one  has  to  accept  pain  as  a condition  of  existence. . .one  has  to 
court  doubt  and  darkness  as  the  cost  of  knowing. . .one  needs  a will 
stubborn  in  conflict,  but  apt  always  to  total  acceptance  of  every  conse- 
quence of  living  and  dying. . . . 

I agree;  I had  to  learn  these  lessons  for  myself.  Someone  once  said, 
“The  bird  needs  a nest;  the  spider,  a web;  man,  friendship.”  Warmth 
and  caring  and  involvement.  That’s  a big  part  of  the  answer.  The  rest  of 
the  answer  is  in  the  steps  by  which  we  guide  someone  to  discover  and 
embrace  alternatives. 
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PROFIT/ 

by  Betty  Jane  Wylie 


We  all  know  too  well  the  bastard  literature  which  floods  the  mail,  every  page 
of  which  illustrates  the  truth  of  the  axiom,  the  greater  the  ignorance,  the 
greater  the  dogmatism.  Much  of  it  is  advertisements  of  nostrums  foisted  on 
the  profession  by  men  who  trade  on  the  innocent  credulity  of  the  regular 
tician,  quite  as  much  as  any  quack  preys  on  the  gullible  public.  Even  the 
ost  respectable  house  is  not  free  from  sin. 


lack  in  1902  Sir  William  Osier  recognized  the  flaws  and  dangers  of  drug 
promotion  which  have  multiplied  to  the  point  now  that  governments  as 
well  as  the  medical  profession  everywhere  are  concerned. 

Dr  Alan  Klass  (There's  Gold  in  Them  Thar  Pills)  calls  the  drug  com- 
panies “the  last  of  the  robber  barons.”  Dr  Richard  Burack  (The  New 
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Handbook  of  Prescription  Drugs)  accuses  them  of  having  a “marketplace 
morality”  when  human  health  and  lives  are  at  stake.  We  will  be  explor- 
ing the  nature,  method,  extent,  and  reliability  of  drug  company  promo- 
tion as  well  as  the  dangers  of  such  activity  but,  in  all  fairness,  we  must 
consider  the  responsibility  of  the  physician  and  of  the  consumer  as  well. 
It  is  not  without  reason  that  Dr  Arthur  S.  Freese  (Pain)  calls  ours  “a 
pill-popping  society,  a drug-oriented  culture.” 

So  there  is  a market  to  cater  to  and,  in  the  free  enterprise  system,  we 
cannot  place  all  the  blame  on  the  drug  companies  if  they  hustle  to  make 
a buck.  They  do  it  very  well.  How? 

Latest  Dope  on  Drugs 

Direct  mail  accounts  for  the  bulk  of  a practising  physician’s  mail. 
Literally  tons  of  junk  mail  cross  doctors’  desks  in  a year  but  it’s  enticing 
junk:  glossy  paper,  lots  of  color,  nice  layout,  and  smooth  copy  designed 
to  inform  and  flatter  him.  There  are  coupons  to  sign  and  return  for  free 
samples  which  arrive  accompanied  by  a detail  man.  There  are  prescrip- 
tion pads  and  memo  books,  with  the  company’s  name  on  every  page. 
There  are  handy  little  tear  sheets  for  patients,  e.g.  “how  to  make  your 
home  allergy- proof”  suggested  by  the  producer  of  an  antihistamine  for 
hay  fever  sufferers. 

The  advertising  in  the  medical  journals  is  no  less  flattering  and  enticing, 
all  aimed,  with  the  highest  motives  possible,  at  the  physician.  “Our  one 
desire,”  imply  these  ads,  “yours  and  mine,  is  to  make  your  patient  feel 
better,  relieve  his  suffering,  cure  his  ailments.  We  both  know  how  im- 
portant this  is  and  how  busy  you  are.  Here’s  how  to  do  it.” 

And  hard  on  the  ink  of  the  printed  word  comes  the  detail  man,  one  for 
every  12  doctors  in  Canada,  with  his  smiles  and  samples  and  the  latest 
dope  on  drugs.  His  main  job  is  reassurance.  If  the  doctor  is  doubtful 
about  a certain  drug,  he  must  be  reassured.  If  a doctor  seems  reluctant 
to  prescribe  for  all  his  patients,  thinking  that  some  of  them  don’t  need 
actual  medication,  he  must  be  reminded  that  patients  expect  to  be 
armed  with  a prescription  when  they  leave,  armed  against  germs,  ill- 
health,  fear,  and  malaise.  If  a new  product  has  had  lukewarm  reviews, 
doubtful  effectiveness,  questionable  side  effects,  it’s  the  detail  man’s 
job  to  brush  aside  these  objections  and  assure  the  doctor  of  the  quality 
and  value  of  his  company’s  product.  Would  you  expect  a salesman  to  do 


24 


. . . comes  the  detail  man,  one  for 
every  12  doctors  in  Canada,  with 
his  smiles  and  samples  and  the 
latest  dope  on  drugs. 


otherwise?  He  gives  his  customer  some  samples  and  urges  him  to  try 
them  on  a few  patients  to  test  their  reactions  for  himself. 

Something  for  Nothing 

Doctors’  medicine  cabinets  as  well  as  their  bags  are  full  of  free  samples. 
Family  and  patients  both  appreciate  the  free  medicine.  And  jotting  pads 
and  pencils,  baby  food,  thermometers,  vitamin  tablets,  calendars, 
measuring  spoons,  and  key  rings  are  also  welcome  in  a doctor’s  or  a pa- 
tient’s household.  Until  six  or  seven  years  ago  Lilly  gave  each  doctor 
graduating  from  the  University  of  Toronto  medical  school  a free  doc- 
tor’s bag.  The  practice  came  to  a halt  when  one  whole  graduating  class 
refused  the  gift.  Other  companies  at  other  med  schools  have  given 
stethoscopes  or  medical  books,  and  all-expense-paid  weekend  tours  of 
company  plants  are  not  unknown  in  the  U.S. 

The  campaign  goes  on  at  every  level.  Take  any  medical  convention  or 
conference  and  check  out  the  booths  and  exhibits,  the  seminars  (often, 
it  must  be  admitted,  extremely  valuable),  hospitality  rooms,  and 
cocktail  parties  given  by  the  drug  companies.  “One  of  the  best  paid  pro- 
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fessions,”  says  Richard  Burack,  “should  pay  for  its  own  meetings,  its 
own  cocktails,  its  own  printed  meeting  programs,  its  own  medical  jour- 
nals, and  its  own  continuing  education.” 

But  everyone  loves  something  for  nothing.  One  Toronto  doctor  re- 
ported that  at  a recent  medical  convention  the  doctors  were  rushing 
around  to  each  drug  display  booth  in  order  to  get  a sheet  signed  that 
they  had  been  there  (and  received  a sales  pitch)  in  order  to  qualify  for  a 
draw  on  a color  TV  set.  Is  that  the  attitude  of  detached  scientists?  Do 
they  know  they  are  being  brainwashed  or  do  they  care? 

One-Drug,  One-Name  Habit 

The  brainwashing  begins  at  home,  that  is,  at  the  doctor’s  home  away 
from  home— in  the  hospital.  Drug  companies  undercut  each  other 
ruthlessly  in  their  tenders  to  hospitals  in  order  to  have  the  privilege  of 
supplying  the  drugs  required.  The  thinking  is  that  if  a doctor  gets  used 
to  prescribing  a certain  brand  for  his  hospital  patients  he  will  continue 
to  prescribe  that  brand  on  his  prescription  pad  in  his  own  office.  The 
idea  is  to  encourage  a one-drug,  one-name  habit  of  prescribing.  The  dis- 
crepancy between  the  retail  price  of  a drug  and  the  price  quoted  to  a 
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hospital  can  be  staggering.  A lawsuit  was  launched  in  the  fall  of  1976  by 
Consumer  and  Corporate  Affairs  against  Hoffman  La  Roche  for  unfair 
pricing  practices.  It  can  afford  it. 

“For  many  years,  the  profits  of  the  drug  industry  have  been  twice  the 
average  for  all  other  American  industries,”  reports  Alan  Klass.  So  drug 
companies  can  afford  to  spend  in  excess  of  $600  million  a year  (1966) 
on  advertising  in  the  U.S.  alone— that’s  $3,000  per  doctor.  The  returns 
justify  the  expense,  obviously. 

Take  one  single  product.  Take  Valium.  Most  people  do.  It  has  become 
the  most  heavily  prescribed  drug  in  North  America  today  and  has  the 
highest  sales  volume  of  any  prescription  in  Canada,  according  to  a 
pamphlet  Facts  About  Tranquillizers  revised  in  1976  by  the  Addiction 
Research  Foundation  of  Ontario.  Alan  Klass  says  “doctors  have  made 
Valium  the  most  frequently  prescribed  mood-affecting  drug  in  histo- 
ry.” Valium  is  the  housewives’  friend  and  its  use  is  symptomatic  of  the 
lifestyle  of  North  America  today.  There  is  a Valium  cult— people  who 
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want  their  highs  and  lows  lopped  off,  who  prefer  to  live  in  a twilight 
zone  of  emotion,  a quiet  backwater  of  life,  and  Valium  makes  it  possi- 
ble. It’s  not  the  drug  companies’  fault. 

But  are  they  blameless?  How  reliable  are  they  in  their  claims?  How 
ethical  is  their  promotion?  How  unbiased  or  adequate  is  their  research? 
When  it  comes  to  truth  time,  do  they  tell  it  all?  And  nothing  but? 

Fast  Relief  and  Fast  Bucks 

Everyone  by  this  time  knows  the  tragic  story  of  the  thalidomide  babies 
of  the  world— some  8,000  babies  in  all  were  born  deformed  before  the 
drug  was  removed  from  the  markets.  What  is  not  so  well  known  is  that 
there  were  signs  and  warnings  long  before  any  steps  were  taken  to 
safeguard  the  consumer.  A convenient  time-lag  between  tests  and 
results  meant  extra  income,  so  truth  was  delayed  on  its  way  to  the 
world.  A story  about  the  background  of  the  case  appeared  in  the  London 
Sunday  Times  for  September  1976.  It  had  been  suppressed  for  four 
years  because  the  affair  was  still  under  litigation  and  another  ban  was 
being  contested  by  the  paper  at  the  time  of  publication.  It  is  a sobering 
illustration  that  full  knowledge  and  information  is  not  always  granted  to 
the  public.  People  are  forced  to  rely  on  the  research  of  the  drug  indus- 
tries, a vested  interest  at  best,  and  on  the  expertise  of  their  family  doc- 
tor who  in  turn  relies  on  the  drug  companies  far  too  heavily  to  tell  him 
what’s  new  and  what’s  safe. 

No  one  really  knows  what’s  safe  any  more.  Science  has  made  such  vast 
strides  it’s  hard  for  anyone  to  keep  abreast  of  the  times.  In  the  scramble 
for  the  consumer  dollar,  drug  companies  push  their  research  scientists 
to  come  up  with  fast  results  for  fast  relief  and  fast  bucks.  Thus  indepen- 
dent, unbiased  research  tends  to  disappear.  Products  appear  on  the 
market  after  inadequate  testing.  No  one  knows  the  long-term  results  of 
a lot  of  drugs  which  are  mass  produced,  mass  promoted,  and  mass  con- 
sumed today. 

One  Plus  One  Equals? 

The  Pill  is  a prime  example  of  a product  used  without  adequate 
research.  It  is  probably  the  largest-scale  human  experiment  ever  con- 
ducted in  the  history  of  our  civilization.  When  oral  contraceptives  first 
appeared  on  the  market  in  the  early  60s  there  were  several  known  side 
effects  then,  but  it  was  felt  that  the  side  effects  of  unwanted  or  danger- 
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ous  pregnancies— that  is,  abortion  or  miscarriage  with  their  attendant 
dangers  and  frequent  fatalities— more  than  compensated  for  the  dis- 
comforts of  the  Pill.  As  time  went  on,  and  the  users  became  older, 
some  relation  between  thrombosis  and  the  Pill  seemed  to  be  estab- 
lished. Weight  gain  was  a mild  hazard  compared  to  the  increased  danger 
of  embolism.  Today,  women  who  have  been  on  the  Pill  for  a dozen  or 
more  years  are  being  urged  to  take  a holiday  and  get  in  tune  with  their 
bodies  once  more,  find  out  what’s  going  on.  Women  over  40  are  being 
encouraged  to  find  some  other  means  of  birth  control  as  the  dangers  of 
the  Pill  are  now  known  to  increase  with  age.  But  no  one  yet  knows  the 
long-term  effect  of  the  Pill,  effects  upon  the  user’s  old  age,  effects 
upon  her  children  and  her  children’s  children.  And  yet  women  go  on 
taking  it.  Are  the  drug  companies  entirely  to  blame  for  pushing  the  Pill? 


Side  effects.  These  are  the  mysteries  lurking  behind  every  new  drug  put 
on  the  market,  often,  as  noted,  with  inadequate  time  and  research 
behind  it.  Some  druggists  in  Ontario  have  begun,  on  their  own  incen- 
tive, to  label  drugs  with  Pharmex  Warning  Labels  developed  in  the 
U.S.,  but  there  is  no  government  law  making  this  practice  mandatory  as 
yet.  Indiscriminate  use  of  drugs  is  causing  concomitant  troubles:  drug- 
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on-drug  effects,  raised  thresholds,  overdosage,  besides  unforeseen 
complications,  fascinating  if  only  for  their  bizarre  qualities.  There  is  a 
drug  (Parnate)  on  the  market  now  whose  users  must  not  drink  red  wine 
or  eat  herring,  chicken  livers,  soft  cheeses,  soy  sauce,  chocolates,  or 
raisins,  at  the  risk  of  high  blood  pressure  and  possibly  a stroke.  A 
.friend,  who  was  taking  a drug  on  a long-term  basis— over  a period  of 
several  months— for  a fungus  infection  in  his  feet,  suffered  second- 
degree  burns  after  exposure  to  the  sun  on  a cloudy  day  because  of  the 
interaction  of  the  drug  with  sunlight.  A small-print  warning  had  ap- 
peared in  the  advertisement  for  the  drug  but  neither  my  friend’s  doctor 
nor  his  pharmacist  bothered  to  tell  him.  And  everyone  knows  about 
synergism  by  now— the  heightened  effect  of  the  combination  of 
drugs— for  example,  of  barbiturates  with  alcohol— where  one  plus  one 
equals  three  or  four  rather  than  two  in  units  of  effect. 


New  Field  of  Medicine 

But  drug-on-drug  effects,  such  as  can  occur  in  hospitals,  and  do 
increasingly,  are  only  now  being  investigated  with  any  degree  of 
documentation.  Adverse  drug  effects  have  been  collected  from  both 
controlled  and  random  samples  of  patients  in  hospitals  in  Montreal,  Ot- 
tawa, and  London,  Ontario.  Adverse  drug  reactions  can  result  in  a 
longer  stay  in  hospital,  permanent  damage  to  a patient’s  health,  and 
fatality.  Most  of  them  need  not  occur. 

There  is  a name  for  this  whole  new  field  of  medicine  which  has 
developed  in  recent  years  because  of  drugs— iatrogenic  medicine. 
Iatrogenic  diseases  are  diseases  caused  by  medical  treatment.  It’s  possi- 
ble to  prevent  most  of  them,  by  reducing  the  promiscuous  use  of  drugs. 
It’s  possible  to  have  too  much  of  a good  thing. 


Lavish  dosage  raises  thresholds,  among  other  things.  We  have  all  heard 
of  hospital  surgeries  being  temporarily  closed  because  of  the  invasion  of 
a Golden  Staph— a staphylococcus  which  is  resistant  to  the  usual  range 
of  antibiotics  in  use.  Physicians  are  trying  consciously  now,  where  a few 
years  ago  they  were  not,  to  avoid  prescribing  antibiotics  for  children 
unless  absolutely  necessary. 


The  Doctor  as  Salesman 

There  is  little  doubt  that  some  doctors  are  guilty  of  sloppy  prescribing 
habits  and  that  drug  companies  have  moved  into  their  vacuum.  Alan 
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Klass  goes  so  far  as  to  say  that  “the  drug  industry  has  replaced  the  doc- 
tor as  the  central  agent  in  our  system  of  health  delivery.”  He  calls  the 
doctor  the  “unofficial  sales  staff  of  the  drug  companies.”  It’s  easy  to 
see  why. 

We  have  noted  that  the  battle  for  the  prescription  pad  costs  about 
$3,000  per  doctor  per  year,  probably  more  than  that  now.  About  $150 
million  a year  is  spent  by  the  drug  companies  on  the  continuing  educa- 
tion, in  one  form  or  another,  of  doctors  in  this  country.  Some  of  it  is 
valuable.  Among  such  courses  are  “the  distinguished  CIBA  Sym- 
posium series,  the  education  programs  of  the  Wellcome  Museum,  the 
foreign  fellowships  and  the  closed  medical  TV  programs  sponsored  by 
Smith,  Kline  & French,  the  fundamental  research  of  the  Roche  In- 
stitute of  Molecular  Biology,  the  diabetes  detection  campaign  supported 
by  Upjohn,  and  many  others”  according  to  Milton  Silverman  and  Philip 
R.  Lee  in  their  book  Pills,  Profits,  and  Politics.  It  is  clear  that  some  of 
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these  services  fall  under  the  category  of  research  rather  than  continuing 
education  of  the  medical  profession  but  it’s  all  promotion  in  one  form 
or  another. 

A Lack  of  Time 

The  direct  mail  pieces,  too,  purport  to  inform  a doctor  about  trends  and 
breakthroughs  in  medicine.  Although  there  is  usually  a product  name 
directly  attached  to  a mailing  piece,  it  looks  impressive  and  it  tries  to  tell 
the  doctor  something  he  doesn’t  know.  His  med  school  pharmacology 
courses  were  a long  time  ago.  His  waiting  room  is  full  of  people.  He  has 
neither  the  time  nor  the  money  to  take  a year’s  sabbatical  for  a refresher 
course.  Science  makes  such  strides  these  days  that  a doctor’s  medical 
training  is  almost  obsolete  after  10  years,  but  he’s  not  striding  forward. 
He’s  running  around  in  circles  trying  to  satisfy  all  the  people  who  are  at 
him  for  fast  fast  fast  relief.  There’s  hardly  even  time  to  read  the  medical 
journals.  A bright  glossy  brochure  tells  him  of  a new  drug,  a 
breakthrough  in  the  treatment  of  something  or  other.  A sympathetic 
detail  man  follows  up  with  a chatty,  informative,  reassuring  visit.  He 
has  a new  prescription  pad  imprinted  with  the  company’s  name.  He 
writes  a prescription  on  it. 

Doctors  in  the  U.S.  wrote  more  than  one  billion  prescriptions  in  1967. 
In  1975  there  were  107  million  prescriptions  filled  in  Canada.  Who 
won? 

Dr  Martin  Taylor,  a family  physician  practising  in  Toronto,  and  one  of 
the  city’s  coroners,  challenges  the  implication  that  his  prescription  pad 
is  not  his  own. 

“My  prescription  pad  is  99%  mine,”  he  says,  “and  I don’t  think  I’m 
rare.”  But  is  he?  Every  doctor,  Taylor  feels,  has  his  own  repertoire  of 
prescriptions  that  he  knows  and  uses  and  feels  comfortable  with.  His 
own  repertoire  stays  stable  at  about  100  different  drugs.  When  a new 
drug  is  introduced  on  the  market,  his  tendency  is  to  “watch  and  wait.” 
He  tosses  out  his  junk  mail;  he  prefers  to  read  the  learned  article  in 
the  Canadian  Medical  Journal  rather  than  the  ads. 

Subliminal  Influence 

Alan  Klass  thinks  that  the  media  is  the  message  in  the  medical  journals. 
He  says  “the  very  fact  that  products  are  advertised  in  the  British  Medical 
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Journal , the  Journal  of  the  American  Medical  Association,  the  Canadian 
Medical  Journal,  and  a number  of  other  prestigious  medical  journals 
implies  approval  of  those  products  by  the  association  that  is  sponsoring 
the  particular  journal.”  As  with  general  magazines,  advertising  revenue 
of  medical  journals  accounts  for  by  far  the  biggest  percentage  of  income 
and,  in  effect,  subsidizes  the  cost  or  production  of  the  piece.  But  medi- 
cal journals  do  not  accept  general  advertising,  only  that  of  companies 
manufacturing  drugs  and  professional  equipment.  The  result  is  that 
drug  industry  promotion  is  the  lifeblood  of  medical  journals.  Are  they 
then  free  to  call  their  editorial  pages  their  own?  Whether  Dr  Taylor 
reads  the  ads  or  not,  he  has  been  subliminally  influenced,  hasn’t  he? 
Who  won? 

Certainly  not  the  public.  Yet  the  public  is  not  blameless.  Brainwashed  as 
people  may  be  by  the  glowing  promises  made  from  every  TV  set  and 
glossy  magazine  ad  of  the  relief  they  will  gain  from  over-the-counter 
drugs  alone,  they  bring  their  troubles  on  themselves.  Everyone  wants 
to  ‘feel  better.’  Better  than  what?  Granted,  the  ads  encourage  us  not  to 
put  up  with  any  discomfort  or  malaise.  Stuffed  noses,  rheumy  eyes,  an- 


. . . the  battle  for  the  prescription 
pad  costs  about  $3,000  per  doctor 
per  year 
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The  Pill . I is  probably  the  largest 
scale  human 
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experiment  ever  con 
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noying  coughs,  sleepless  nights,  aching  muscles,  constipation,  sun- 
burn, sore  finger,  and  assorted  itches  all  can  be  made  to  feel  better  with 
the  right  OTC  drug.  Prescription  drugs  are  even  better  because  they 
have  been  invested  with  some  of  the  mystic  power  of  the  medical  high 
priest,  the  family  physician. 


The  Eternal  Plea 

If  only  we  stopped  at  wanting  our  physical  ailments  magically  removed. 
But  feeling  better  today  is  almost  a commandment  and  the  order  in- 
cludes the  banishment  of  the  malaise  of  mind  and  spirit  as  well.  Anxiety 
and  depression,  stress  and  pressure,  grief  and  bereavement,  these  are 
maladies  of  our  lives  which  we  expect  a magical  drug  to  cure  as  easily  as 
our  hangnails. 

Arthur  Freese  sees  our  special  needs:  “For  the  millions  who  seek  help 
not  for  a problem  which  is  organic  or  physical  but  for  a painful  life,  a 
suffering  lifestyle,  a lack  of  understanding— here,  help  can  only  be 
found  with  a very  few  ultra-specialized  doctors,  specialized  specialists, 
in  fact.”  Few  doctors  can  claim  to  be  that.  But  the  pressure  is  on  them 
every  day,  waiting  there  in  their  waiting  rooms. 
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“Make  me  feel  better,  Doc.  My  job  is  stifling  me.  My  husband/ wife 
doesn’t  understand  me.  The  kids  are  giving  me  a hard  time.  I’m  up  to 
my  eyeballs  in  debt.  My  nerves  are  shot.  Make  me  feel  better.” 

All  the  bright  glowing  promises  of  fast  fast  fast  relief  are  as  close  as  the 
prescription  pad.  All  the  psychological  games  have  been  played  before 
this  confrontation  takes  place.  There  are  half  a dozen  more  like  this  one 
waiting  in  the  waiting  room.  The  doctor  reaches  for  a prescription  pad 
and  writes  on  it.  Who  won? 

Over-Cure  and  Over-Kill? 

There  is  no  doubt  that  drugs  have  improved  the  quality  of  life  in  our 
time.  They  and  antisepsis  have  increased  the  expectancy  of  life  dra- 
matically by  reducing  infant  mortality  and  decreasing  the  number  of 
deaths  from  acute  infectious  diseases.  And  yet,  hospitals  are  more 
crowded  than  ever,  waiting  rooms  are  fuller,  and  the  use  of  drugs  is 
growing  all  the  time.  Have  mass  production  and  mass  promotion  of 
drugs  increased  the  demand  to  meet  the  supply?  Is  this  not  only  over- 
cure but  over-kill? 

Take  a look  for  yourself.  Start  by  looking  in  your  own  medicine  cabinet 
and  take  inventory.  Count  the  number  of  aspirin  you  take  in  a week  or 
month,  and  multiply  by  52  or  12.  (In  1970  in  the  U.S.  people  swallowed 
17,500  tons  of  aspirin— that’s  225  each  for  every  man,  woman,  and 
child  in  the  country!)  Listen,  really  listen,  to  the  next  commercial  you 
see  or  hear  for  a medication  promising  to  make  you  feel  better.  Do  you 
believe  it?  Now  ask  yourself,  how  do  you  feel? 

Whose  fault  is  it? 


Addictions  welcomes  editorial  contributions— manuscripts, 
speeches,  or  papers— from  its  readers.  They  should  be  sent  to:  The 
Editor,  Addictions,  Addiction  Research  Foundation,  33  Russell 
Street,  Toronto,  Canada,  M5S  2SI. 
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Recent  social  changes  have  been  marked  by  an  increasing  convergence 
of  the  behavior  patterns  of  women  and  men.  The  weakening  of  tradi- 
tional sex  roles  has  permitted  women  a greater  degree  of  freedom  in 


Dr  Whitehead  is  chairman  of  the  department  of  sociology  at  the  University  of  Western 
Ontario,  London,  and  research  consultant  for  the  Lake  Erie  region  of  the  Addiction 
Research  Foundation.  Ms  Ferrence  is  a scientist  with  the  ARF’s  London  office.  This  arti- 
cle is  adapted  from  a paper  presented  at  the  22nd  International  Institute  on  the  Preven- 
tion and  Treatment  of  Alcoholism  in  Vigo,  Spain  last  year.  References  are  available  upon 
request. 
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determining  their  own  lifestyle.  This  has  included,  for  example,  a wider 
choice  of  occupations  and  recreational  activities.  In  addition  to  the  posi- 
tive aspects  of  this  process,  however,  there  are  some  less  desirable  con- 
sequences. 

Compared  with  men,  women  have  traditionally  experienced  lower  rates 
of  a variety  of  social,  physical,  and  mental  problems.  Rates  of  most 
physical  diseases,  accidents,  suicide,  and  alcoholism  have  always  been 
higher  for  the  male  segment  of  the  population.  However,  recent  trends 
suggest  that  this  situation  is  changing  and  that,  in  many  cases,  the  inci- 
dence of  these  problems  among  women  is  increasing  at  a rate  of  dis- 
proportionate to  that  for  men. 

We  want  to  examine  trends  in  the  consumption  of  alcoholic  beverages, 
discuss  their  implications  for  the  development  of  alcohol-related  prob- 
lems among  women,  and  identify  those  measures  most  likely  to  be 
effective  in  preventing  further  increases  in  alcohol-related  damage 
among  this  group. 

Steady  Trend  Upward 

The  average  or  per  capita  consumption  of  alcoholic  beverages  has  in- 
creased substantially  in  most  Western  countries  since  World  War  II. 
Although  relatively  high  rates  of  consumption  prevailed  during  earlier 
periods  in  history— for  example,  the  late  19th  century— what  is 
unprecedented  is  the  rate  of  increase  that  is  currently  occurring.  Annual 
increases  in  consumption  of  two,  three,  and  even  four  percent  have 
been  recorded  during  the  past  two  decades.  These  international  data  are 
derived  from  official  reports  of  apparent  consumption  based  on  the 
sales  of  alcoholic  beverages.  More  specific  data  delineating  changes  oc- 
curing  to  specific  groups  within  each  country  are  also  available.  These 
include  the  quantity  and  frequency  of  alcohol  consumed  on  various  oc- 
casions, and  the  types  of  beverages  consumed. 

There  has  been  a steady  increase  in  the  proportion  of  the  population 
that  uses  alcoholic  beverages  and  there  has  been  a rise  in  the  proportion 
of  heavy  drinkers  in  the  population.  In  both  cases,  the  increases  have 
been  much  greater  for  women.  From  the  1940s  to  the  1960s,  the  pro- 
portion of  persons  using  alcohol  in  the  United  States  increased  20%  for 
men  and  58%  for  women.  In  Canada,  the  increases  were  19%  for  men 
and  67%  for  women. 
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San  Francisco’s  somewhat  deserved  reputation  as  a city  which  ex- 
periences early  trends  that  eventually  become  national,  forecasts  a 
greater  spread  of  heavy  drinking  among  women. 
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Most  consumers  of  alcoholic  beverages  in  North  America  drink 
amounts  that  are  not  apt  to  be  harmful  to  themselves.  Those  who  drink 
hazardous  amounts  account  for  less  than  10%  of  the  drinking  popula- 
tion and  not  all  of  these  will  necessarily  develop  any  alcohol-related 
problems.  Nevertheless,  the  proportion  of  the  population  that  drinks 
hazardous  amounts  and  that  develops  alcohol-related  problems  is  in- 
timately related  to  and  positively  correlated  with  the  average  level  of 
consumption  in  a society.  Furthermore,  increases  in  per  capita 
consumption  tend  to  produce  larger  than  proportional  increases  in  im- 
plicative drinking.  Thus,  a given  increase  in  average  consumption  may 
produce  an  increase  in  hazardous  drinking  that  is  two  or  four  times  as 
great. 

In  San  Francisco,  for  example,  the  proportion  of  users  is  less  than  20% 
higher  than  the  national  average.  However,  according  to  the  U.S. 
department  of  health,  education,  and  welfare,  the  proportion  of  heavy 
drinkers  is  38%  higher  for  men  and  160%  higher  for  women.  San  Fran- 
cisco’s somewhat  deserved  reputation  as  a city  which  experiences  early 
trends  that  eventually  become  national,  forecasts  a greater  spread  of 
heavy  drinking  among  women. 

Wine,  Women,  and  Concern 

With  regard  to  specific  types  of  alcoholic  beverages,  on  a world- wide 
basis,  the  production  of  beer  and  spirits  is  increasing  much'faster  than 
the  production  of  wine.  However,  in  North  America  the  largest  percen- 
tage increase  has  been  for  wine.  This  trend  suggests  women  may  feel 
more  comfortable  consuming  increasingly  larger  quantities  of  a 
beverage  that  has  been  considered  more  appropriate  for  women  and 
that  is  being  consumed  on  an  increasing  number  of  occasions. 

On  the  basis  of  what  we  have  outlined  about  absolute  increases  in  the 
consumption  of  alcoholic  beverages,  there  is  sufficient  cause  for  con- 
cern. Yet  these  increases  are  not  affecting  all  groups  equally.  A closer 
look  at  what  is  happening  to  the  drinking  patterns  of  certain  groups  rela- 
tive to  other  groups  would  allow  for  a more  focused  approach  in 
evaluating  this  situation. 

Converging  Drinking  Patterns 

Concurrent  with  the  trend  toward  increased  consumption  of  alcohol  has 
been  a convergence  in  patterns  of  use  and  beverage  preference.  This 
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j has  occurred  internationally,  within  countries,  and  among  specific  age 
and  sex  groups.  In  general,  jurisdictions  with  the  highest  levels  of 
alcoholic  consumption  tend  to  have  below  average  rates  of  increase, 
whereas  those  with  the  lowest  levels  of  consumption  tend  to  have 
above  averages  rates  of  increase.  A similar  phenomenon  tends  to  occur 
with  regard  to  types  of  beverages  consumed  and  among  particular  social 
groups  within  North  American  society.  Those  social  groups  with  the 
lowest  levels  of  consumption  and  with  the  lowest  rates  of  alcohol- 
related  problems  are  likely  to  incur  the  highest  rates  of  increase  in  con- 
sumption and  associated  damage. 

Sex  patterns  of  drinking  clearly  illustrate  the  trend  toward  convergence. 
In  the  United  States  the  ratio  of  male  to  female  drinkers  decreased  from 
1.7:1  in  1940  to  1.3:1  in  1965.  The  change  was  even  more  pronounced 
in  Canada  where  the  ratio  decreased  from  1 . 5 : 1 in  1 943  to  1 . 1 : 1 in  1 968 . 
Should  these  trends  continue,  we  can  expect  that  by  the  end  of  this  cen- 
tury, the  overwhelming  majority  of  both  men  and  women  will  use 
alcohol  at  least  occasionally. 

A look  at  sex  ratios  for  young  drinkers  provides  further  support  for  this 
expectation.  Data  collected  on  students  in  grade  12  in  the  United  States 
indicate  that  the  proportions  of  males  and  females  using  spirits  differ  by 
less  than  10%  and  by  only  4%  for  wine.  These  small  differences  are 
even  further  reduced  among  heavy  drinkers.  In  the  case  of  beer,  a 
much  higher  proportion  of  males  prefer  this  beverage,  irrespective  of 
how  much  they  usually  drink.  However,  other  trends  make  this 
difference  less  important.  The  consumption  of  beer  is  increasing  at  a 
much  lower  rate  compared  to  spirits  and  wine;  we  have  seen  the  suc- 
cessful cultivation  of  the  ‘pop  wine’  market  among  young  people  of 
both  sexes;  and  the  current  promotion  of  low-alcohol  beer  is  clearly 
aimed  at  traditionally  Tight  drinkers’— women  and  young  people. 

The  trend  toward  uniform  drinking  patterns  is  even  more  evident  when 
we  include  young  people  not  in  school.  A survey  of  drinking  habits  in 
Ontario,  provides  estimates  that  slightly  more  females  than  males  aged 
15  to  19  use  alcohol  (60%  versus  58%). 

Increased  Exposure 

These  current  trends  in  the  consumption  of  alcoholic  beverages  point 
out  the  increased  exposure  women  are  experiencing  relative  to  the  con- 
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sumption  of  alcoholic  beverages.  With  this  greater  exposure  we  have 
seen  an  increased  incidence  of  alcohol-related  problems. 

Surveys  conducted  in  the  U.S.  in  the  late  1960s  show  a surprisingly  high 
rate  of  alcohol-related  problems  in  the  general  population.  Over  the  age 
of  21,  43%  of  men  and  21%  of  women  had  experienced  at  least  moder- 
ate problems  with  drinking.  Fifteen  and  4%,  respectively,  had  severe 
problems.  Alcohol-related  problems  are  of  two  general  types;  those  ad- 
versely affecting  the  individual’s  health  (physical  and  mental),  and 
those  that  could  best  be  described  as  social  and  economic. 

Health  problems  include  diseases  known  to  be  strongly  associated  with 
the  excessive  consumption  of  alcohol,  such  as  cirrhosis  of  the  liver;  dis- 
eases that  have  a higher  incidence  among  heavy  drinkers,  such  as 
cancer  of  the  esophagus;  foetal  effects;  injuries  resulting  from  alcohol- 
related  accidents— for  example,  collisions,  falls,  and  fires;  and  psy- 
chiatric problems  directly  associated  with  alcohol,  such  as  alcoholic 
psychosis,  or  indirectly  associated,  as  in  the  case  of  attempted  suicide. 

Women  and  Cirrhosis 

Good  historical  data  on  health  problems  related  to  alcohol  are  generally 
lacking.  However,  we  do  have  a sound  base  of  mortality  data  for 
alcoholism  and  liver  cirrhosis  among  Canadian  men  and  women,  which 
can  be  used  to  indicate  the  hazards  of  excessive  consumption. 

The  male-female  ratio  for  deaths  attributed  to  alcoholism  remained 
relatively  stable  at  about  10:1  from  the  early  1920s  until  the  Second 
World  War  when  it  began  to  decline.  By  1949  it  was  about  6:1.  The  sex 
ratios  for  deaths  from  liver  cirrhosis  have  been  much  more  stable; 
despite  rather  sizeable  increases  for  both  sexes,  the  rates  for  women 
have  not  increased  disproportionately  to  those  for  men  for  at  least  50 
years.  Part  of  the  reason  for  this  may  stem  from  differences  in  male  and 
female  drinking  patterns.  Women  alcoholics  tend  to  be  ‘spree’ 
drinkers  whereas  men,  who  can  drink  somewhat  more  openly  without 
social  disapproval,  are  more  likely  to  be  continuous  drinkers. 
Researchers  have  found  that  unremittant  drinking  patterns  are  much 
more  strongly  associated  with  cirrhosis  than  the  ‘bender’  style  of  drink- 
ing. This  suggests  the  possibility  that  disproportionate  increases  in  the 
population  of  female  alcoholics  might  not  result  in  appreciably  higher 
rates  of  cirrhosis  unless  patterns  change  in  the  future. 
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Reporting  of  effects  such  as  physical  abnormalities,  mental  defi- 
ciency, and  even  death  have  been  identified  as  part  of  the  ' foetal 
alcohol  syndrome 
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Other  Heavy  Consumption  Effects 

The  effect  on  the  foetus  of  heavy  alcohol  consumption  has  only  re- 
cently begun  to  be  studied  intensively.  The  growing  awareness  that  a 
number  of  chemicals  permeate  the  placental  barrier  has  stimulated 
research,  and  the  reporting  of  effects  such  as  physical  abnormalities, 
mental  deficiency,  and  even  death  have  been  identified  as  part  of  the 
‘foetal  alcohol  syndrome.’ 

Aside  from  specific  disease  entities  that  are  associated  with  alcohol,  in- 
dividuals frequently  receive  treatment  for  the  less  specific  condition  of 
alcoholism  and  for  acute  effects  of  the  consumption  of  alcohol.  Sub- 
stantial decreases  in  the  sex  ratio  for  alcoholic  patients  have  been  noted 
in  several  studies.  The  incidence  of  alcohol  poisoning  among  women  in 
Canada  has  increased  so  quickly  that  the  sex  ratio  dropped  from  4:1  to 
2:1  in  only  six  years  according  to  Health  and  Welfare,  Canada  which 
looked  at  the  years  1966  through  to  1972. 

Suicidal  behavior  is  frequently  associated  with  alcohol  consumption. 
Rates  of  suicide  among  women  have  traditionally  been  low  relative  to 
those  for  males,  but  these  rates  rose  disproportionately  in  the  1960s.  In 
the  case  of  non-lethal  self-injury,  women  have  for  some  time  accounted 
for  the  majority  of  cases.  Increases  in  the  consumption  of  alcohol 
among  women  would  probably  increase  this  disparity  even  further. 

Except  for  certain  acute  phenomena  such  as  alcohol  poisoning  and 
suicide,  monitoring  changes  in  alcohol-related  health  problems  pro- 
vides relatively  little  information  on  immediate  effects  to  social  groups. 
Diseases  associated  with  alcoholism  frequently  take  years  to  develop.  In 
addition,  the  proportion  of  the  alcoholic  population  involved  may  be 
low,  and  the  assessment  of  changes  is  complicated  by  changing  patterns 
in  help-seeking  and  diagnosis.  An  examination  of  social  and  economic 
variables  may  provide  more  conclusive  evidence  of  changes  in  alcohol- 
related  problems  among  women. 

Social  and  Economic  Problems 

Some  social  and  economic  problems  are  chronic  in  nature,  taking 
several  years  to  develop.  These  involve  behavior  patterns  that  result  in 
progressive  deterioration  of  social  and  economic  functioning.  Others 
are  acute,  resulting  from  the  effects  of  intoxication  in  specific  situa- 
tions. 
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The  lowering  of  the  legal  drinking  age  has  had  a significant  impact  on 
the  incidence  of  alcohol-related  collisions  among  young  drivers.  The 
one  study  that  examined  sex  differences  found  that  rates  of  increase  of 
alcohol-related  collisions  were  actually  higher  for  young  women  than 
young  men  during  the  fourth  year  after  the  change  in  the  law.  This  sug- 
gests either  that  young  women  were  slower  in  taking  advantage  of  the 
increased  availability  of  alcoholic  beverages  or  that  some  other  factors 
are  combining  with  the  change  of  the  law  to  further  exacerbate  the 
problems. 

Investigations  of  alcoholism  among  employees  have  focused  almost  ex- 
clusively on  males.  This  may  be  due  to  the  fact  that  blue  collar  workers, 
who  are  predominantly  male,  are  easier  to  study  because  data  are  more 
readily  available  and  there  is  less  resistance  to  examining  this  group. 
Whatever  the  reason,  there  have  been  few  studies  of  drinking  problems 
among  professionals  and  white  collar  workers  who  are  less  closely 
supervised  and  more  likely  to  include  women. 

General  surveys  of  alcohol-related  problems  report  work-related 
difficulties  for  both  men  and  women,  although  the  incidence  is  higher 
among  men.  For  example,  one  scientist  found  that  6%  of  men  and  3% 
of  women  had  experienced  problems  at  work  as  a result  of  drinking  dur- 
ing the  previous  three  years.  These  problems  were  considered  severe 
for  half  of  the  men  and  one-third  of  the  women.  Many  other  types  of 
social  and  economic  problems  exist  that  are  attributed  to  the  excessive 
use  of  alcohol.  These  include  increased  domestic  problems  such  as  child 
abuse  and  assaults  on  adults  and  rising  rates  of  crime  and  divorce. 

Much  of  the  data  that  are  available  are  insufficient  to  provide  con- 
clusive evidence  of  major  increases  in  alcohol-related  problems  among 
women.  However,  this  should  not  deter  us  from  examining  possible 
causes  of  the  changes  that  are  occurring. 

Slick  City  Advertising 

A number  of  different  etiological  factors  can  contribute  to  our  under- 
standing of  increases  in  alcoholism  among  women.  These  include 
demographic,  economic,  institutional,  and  socio-cultural  factors. 

The  movement  of  people  to  cities  has  been  associated  with  changes  in 
drinking  patterns.  Increasing  urbanism  appears  to  result  in  the  con- 
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vergence  of  drinking  patterns  not  only  for  geographic  areas  but  also  for 
social  groups. 

The  mass  marketing  of  alcoholic  beverages  must  share  some  of  the 
responsibility  for  rising  consumption  among  women.  Current  advert- 
ising emphasizes  drinking  by  this  group  more  than  previously,  and 
certain  products  aimed  specifically  at  this  market  have  been  in- 
troduced—for  example,  low  alcohol  beer  and  pop  wine. 

The  sale  of  alcoholic  beverages  in  food  outlets  in  some  sections  of  the 
United  States  is  not  new,  but  increasing  attention  is  being  paid  to  store 
display  and  promotion  that  is  frequently  aimed  at  the  female  shopper. 

The  success  of  this  approach  may  be  reflected  in  the  fact  that  women  ac-  j 
counted  for  55%  of  wine  purchases  in  1974  as  compared  to  37%  in  1967. 

Freedom  from  Tradition 

The  impact  of  the  introduction  of  new  types  of  beverages  is  most  likely 
to  reflect  current  social  conditions.  Beverages  such  as  beer  that  are  tra- 
ditionally associated  with  fraternizing  among  males,  continue  to  be  con- 
sumed by  women  to  a lesser  extent  than  wine  or  spirits.  However,  when 
a new  type  of  beverage  such  as  pop  wine  is  introduced,  the  absence  of 
traditional  patterns  means  consumption  is  more  likely  to  affect  sex  and 
age  groups  more  equally.  Thus  current  marketing  practices  contribute 
to  the  superimposition  of  relatively  undifferentiated  drinking  practices 
on  those  that  are  traditionally  sex-related. 

Changes  in  the  drinking  patterns  of  women  can  also  be  explained  by 
certain  kinds  of  institutional  factors.  The  more  formal  type  would  in- 
volve changes  in  social  control  measures  relative  to  the  consumption  of 
alcoholic  beverages.  At  one  time,  women  were  not  allowed  to  drink  in 
taverns,  and  only  recently  in  some  areas  are  women  allowed  to  do  so 
unaccompanied  by  a male. 

The  recent  lowering  of  the  drinking  age  has  probably  had  implications 
for  younger  women.  Whereas,  previously,  underage  women  may  have 
been  less  willing  than  underage  men  to  drink  illegally,  young  people  in 
the  1970s  can  now  socialize  freely  in  teenage  bars,  nightclubs,  and  a 
greater  than  ever  number  of  college  pubs  and  other  watering  holes. 

Perils  of  Unisex 

The  growing  integration  of  drinking  practices  at  many  levels  of  society 
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Suicidal  behavior  is  frequently  associated  with  alcohol.  Rates  of 
suicide  among  women , traditionally  low  compared  to  males , rose 
disproportionately  in  the  1960s.  Increased  alcohol  consumption  by 
women  will  probably  close  the  gap  even  further. 
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means  that  drinking  is  increasingly  viewed  as  less  deviant.  Conse- 
quently, it  is  considered  less  necessary  to  protect  so-called  vulnerable 
groups  such  as  women— from  its  effects.  It  may  also  mean  that  drinking 
is  less  role  specific.  In  societies  where  most  drinking  is  carried  out  in  all 
male  groups,  drinking  tends  to  occur  at  times  when  males  can  socialize 
together,  such  as  after  work  or  on  weekends.  When  drinking  becomes 
more  integrated  so  that  alcohol  is  consumed  at  lunch,  dinner,  and  even 
breakfast,  it  becomes  a family  affair.  It  is  difficult  to  separate  out  the 
dynamics  of  these  relationships,  but  it  is  likely  that  increases  in  integra- 
tion interact  with  changing  roles  and  attributes  to  produce  disproportio- 
nate increases  in  drinking  among  women. 

In  recent  years,  there  has  been  a convergence  in  certain  facets  of  sex 
roles  such  as  dress  and  recreational  and  social  activities.  This  decreasing 
differentiation  in  roles  is  also  reflected  in  drinking  patterns.  At  one 
time,  drinking,  like  card  playing  and  betting  on  horses,  was  considered 
inappropriate  behavior  for  women;  such  restrictions  are  slowly,  but  cer- 
tainly disappearing.  Drinking  done  in  public  by  unescorted  women  is 
still  frowned  upon  in  some  quarters,  but  the  introduction  of  singles 
bars,  where  unescorted  women  are  encouraged  as  patrons,  has  allevi- 
ated this  somewhat. 

Increasing  the  Likelihood 

A final  consideration  concerns  the  general  increase  in  the  use  of  all 
drugs  in  our  society.  During  the  past  few  decades,  unprecedented  in- 
creases in  the  use  of  licit  and  illicit  drugs  have  occurred.  To  some  extent 
this  has  been  a function  of  the  increased  availability  of  drugs.  Psychoac- 
tive drugs  have  been  promoted  and  prescribed  for  a sizeable  proportion 
of  the  adult  population,  and  women  have  consumed  the  majority  of 
them.  There  is  evidence  that  the  use  of  any  one  drug  is  associated  with 
an  increased  likelihood  of  the  use  of  other  drugs,  including  alcohol. 
Thus,  the  very  large  increase  in  the  use  of  licit  drugs  by  women  may 
have  increased  the  likelihood  that  their  use  of  alcohol  would  rise  as 
well. 

Given  some  of  the  possible  explanations  for  the  increase  in  consump- 
tion among  women,  what  should  we  expect  in  the  future  and  what  kinds 
of  strategies  should  we  devise  to  cope  with  problems  that  may  occur? 

What’s  in  Store 

Looking  ahead  over  the  next  few  decades,  we  can  expect  two  general 
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types  of  trends.  First,  there  will  be  further  increases  in  the  number  of 
users  of  alcoholic  beverages  and  in  the  frequency  and  quantity  of  their 
consumption.  Secondly,  there  will  be  the  continuing  convergence  of 
patterns  of  alcoholic  beverage  consumption.  In  North  America,  the 
combined  effect  of  these  two  trends  will  be  a greater  integration  of 
drinking  as  part  of  daily  activities. 

Alcoholic  beverages  will  be  sold  in  a wider  range  of  outlets.  They  will 
continue  to  be  marketed  with  the  most  sophisticated  marketing  tech- 
niques available.  As  long  as  it  remains  popular  to  advertise  alcoholic 
beverages  widely,  new  products  will  continue  to  be  introduced  in  order 
to  capture  those  segments  of  the  market,  such  as  women,  that  have  the 
greatest  potential  for  increased  use. 

The  consumption  patterns  of  women  will  become  more  and  more  like 
those  of  men.  Women  occupying  statuses  similar  to  men  and  playing 
similar  roles  will  develop  similar  opportunities  for  alcohol  use  and  can 
be  expected  to  consume  in  fairly  similar  ways.  New  drinking  practices 
introduced  into  our  society  will  likely  be  adopted  by  women  as  well  as 
men. 

And  More  Bad  News 

Concurrent  with  the  integration  of  drinking  practices  will  be  a corres- 
ponding rise  in  the  incidence  of  alcohol-related  problems.  There  will  be 
more  high  visibility  problems  such  as  crime,  automobile  collisions,  and 
suicides  and  these  will  take  a greater  and  greater  toll  in  terms  of  human 
damage  and  financial  loss. 

There  will  also  be  increases  in  a number  of  health-related  problems  that 
are  insidious  and  long-term  in  their  effect.  With  drinking,  and  often 
heavy  drinking,  beginning  at  earlier  ages,  and  with  increasing  life  ex- 
pectancy, the  next  generation  will  become  ill  and  die  at  earlier  ages  or 
endure  longer  periods  of  ill-health  even  if  per  capita  consumption  does 
not  increase  substantially.  Women  are  at  an  even  greater  disadvantage 
than  men.  They  are  at  higher  risk  than  men  for  several  liver  diseases, 
for  pneumonia,  and  perhaps  for  other  diseases  as  well.  The  significance 
of  this  cannot  be  underestimated.  For  example,  a small  rise  in  per 
capita  consumption  among  women  would  mean  a disproportionate  rise 
in  the  proportion  of  women  who  are  heavy  drinkers.  Increased  integra- 
tion of  drinking  practices  will  lead  to  more  continuous  drinking  of  the 
type  that  is  associated  with  cirrhosis.  With  the  greater  vulnerability  of 

49 


women  to  liver  disease,  this  could  result  in  drastic  increases  in  their 
rates  of  morbidity  and  mortality  from  liver  disease  and  this  would  occur 
at  younger  ages  as  well. 

Research  on  foetal  effects  still  has  much  to  explain,  but  there  is  concern 
about  the  long-range  effects  of  mutation.  A significant  increase  in 
alcohol  intake  among  women  in  child-bearing  years  could  have  subtle 
effects  on  children  that  are  currently  unknown. 

The  use  of  alcohol  as  a drug  to  tranquillize  and  sedate  will  probably  in- 
crease as  well  and  women  are  likely  at  greater  risk,  given  their  greater 
use  of  psychoactive  drugs. 

The  purpose  of  this  article  is  not  simply  to  raise  anxiety  and  concern 
about  the  future.  It  is  also  intended  to  stress  the  importance  of  identify- 
ing and  implementing  those  solutions  apt  to  be  most  effective  in  pre- 
venting major  increases  in  alcohol-related  damage.  It  is  to  these  that  we 
now  turn  our  attention. 

Solutions  to  the  Problem 

In  the  United  States,  many  sectors  of  Canada,  and  some  other  parts  of 
the  world  as  well,  the  extremely  popular  notion  persists  that  the  most 
effective  way  to  prevent  alcoholism  is  to  teach  people  to  drink  responsi- 
bly. But,  as  Dan  Beauchamp,  a professor  of  public  health  points  out, 
there  is  no  evidence  that  most  people  who  use  alcoholic  beverages  and 
experience  no  problems  have  learned  or  acquired  a skill  that  alcoholics 
have  neglected  or  failed  to  acquire.  What  is  clear  is  that  those  who  drink 
and  experience  no  problems  have  a relatively  low  level  of  consumption 
while  those  drinkers  who  experience  problems  have  relatively  much 
higher  levels  of  consumption. 

Sociologist  Paul  Whitehead  has  analyzed  the  two  major  approaches 
being  suggested  for  the  prevention  of  alcoholism:  what  have  become 
known  as  the  ‘socio-cultural  model’  and  the  ‘distribution  of  consump- 
tion model.’  The  socio-cultural  model  stems  from  an  examination  of 
the  drinking  practices  of  a few  social  groups  in  which  high  levels  of 
consumption  or  frequent  consumption  seem  not  to  be  associated  with 
excessive  rates  of  alcohol-related  problems.  The  ‘forbidden  Truit  hy- 
pothesis,’ which  suggests  that  restriction  of  alcoholic  beverages  will 
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Investigations  of  alcoholism  among  employees  have  focused 
almost  exclusively  on  males.  However,  surveys  of  alcohol-related 
problems  report  work-related  difficulties  for  both  sexes,  although 
the  incidence  is  higher  among  men. 
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make  people  want  them  more,  in  conjunction  with  the  notion  of  social 
situations  that  encourage  moderation  in  the  use  of  alcoholic  beverages, 
leads  adherents  of  the  socio-cultural  model  to  advocate  the  integration 
of  alcoholic  beverages  into  everyday  life.  By  making  drinking  an  ordin- 
ary and  well-accepted  part  of  daily  activities  such  as  with  meals  and 
social  and  recreational  activities,  the  mystery  and  other  forbidden 
aspects  are  gone  and  substituted  for  them  are  frequent  and  easily  availa- 
ble opportunities  to  use  alcoholic  beverages  with  friends  and  family. 
The  prime  manifestation  of  such  a change  would  likely  be  an  increase  in 
the  level  of  consumption. 

In  contrast  to  the  socio-cultural  model  of  prevention  of  alcoholism  is 
the  distribution  of  consumption  model  that  focuses  on  the  relationship 
between  per  capita  consumption  of  alcoholic  beverages  and  the  pre- 
valence of  alcohol-related  problems.  Those  who  advocate  this  approach 
identify  the  lowering  of  per  capita  consumption  as  the  appropriate 
target  for  programs  of  prevention  and  point  out  that  social  control 
measures  designed  to  decrease  the  availability  of  alcoholic  beverages 
are  what  is  needed  in  order  to  reduce  the  incidence  of  alcoholism.  Not 
all  measures  are  equally  effective  but  a policy  that  uses  price  of 
alcoholic  beverages  as  a mechanism  of  control  appears  to  have  the  best 
likelihood  of  success.  At  the  very  least,  however,  it  means  not  engaging 
in  further  liberalization  of  alcohol  control  laws. 

Focusing  on  Women 

These  two  models  are  frameworks  for  the  prevention  of  alcohol-related 
problems  in  general.  They  don’t  focus  specifically  on  women.  This 
reflects  the  fact  that  the  prevention  of  alcohol-related  problems  among 
women  can  best  occur  within  two  contexts.  The  first  involves  those 
measures  likely  to  be  generally  effective  and  second,  those  that  can  be 
aimed  specifically  at  women. 

Women  will  benefit  from  measures  that  maintain  or  reduce  current 
levels  of  per  capita  consumption.  As  long  as  no  further  increase  takes 
place,  the  consequent  alcohol-related  problems  will  not  ensue.  Thus, 
reduction  of  availability  of  alcoholic  beverages  via  use  of  taxation  and 
pricing  mechanisms  that  ensure  the  price  of  alcoholic  beverages  at  least 
keeps  pace  with  disposable  income  will  go  a long  way  toward  preventing 
higher  rates  of  consumption  and  higher  rates  of  alcohol-related  prob- 
lems generally. 
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The  successful  introduction  of  new  products  depends  heavily  on  the 
availability  of  advertising.  Severe  restrictions  and  especially  a total  ban 
on  advertising  alcoholic  beverages  would  have  a significant  impact  on 
slowing  increases  in  per  capita  consumption  of  all  types  of  beverages 
among  women. 

Considerable  public  support  for  raising  the  drinking  age  has  been  ascer- 
tained in  some  jurisdictions,  and  it  is  likely  to  increase.  An  increase  in 
the  drinking  age  would,  of  course,  benefit  young  women  most  in  terms 
of  protecting  them  from  higher  rates  of  alcohol-related  problems. 

Driving  while  impaired  by  alcohol  is  a social  problem  of  major  propor- 
tions that  has  resulted  in  injury,  death,  and  financial  loss  for  many.  Un- 
til recently,  this  type  of  offense  was  primarily  characteristic  of  males 
between  the  ages  of  35  and  55.  The  evidence  now  clearly  indicates  that 
the  rates  for  women  are  catching  up.  Those  measures  aimed  at  deterring 
drinking  and  driving  in  general  should  have  a large  impact  on  women  as 
well.  What  is  needed  are  lower  legal  limits  of  blood  alcohol  concentra- 
tions (down  to  .04%  from  .10%  in  the  United  States  and  .08%  in 
Canada)  and  a considerably  stepped-up  program  of  vigilance  on  the  part 
of  the  police  that  involves  stopping  drivers  at  random  in  all  parts  of  the 
city  for  breath  tests.  Such  measures  and  attendant  publicity  should  sig- 
nificantly increase  both  the  perceived  and  the  actual  probability  of  get- 
ting caught.  Since  women  have  become  involved  in  this  type  of 
behavior  only  recently,  they  may  be  one  of  the  social  categories  most 
likely  to  benefit  from  such  measures. 

There  is  much  reason  to  be  concerned  about  the*  possibility  of  signifi- 
cantly higher  rates  of  alcoholism  among  women.  The  evidence  for 
already  increasing  rates  of  alcohol-related  problems  among  this  sector 
of  our  population  is  in  some  cases  very  limited,  but  in  other  cases  it  is 
incontrovertible.  Fortunately,  there  is  still  time  to  implement  preven- 
tive measures  that  can  be  effective  in  halting  increasing  rates  of  such 
problems.  The  opportunity  exists  to  implement  public  health  and  social 
control  measures  that  will  keep  women  among  the  last  social  groups  to 
maintain  low  rates  of  alcohol-related  problems. 
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by  Alice  Fleming 


Alcohol  is  seldom  mentioned  in  history  books,  but  it  has  affected,  and 
been  affected  by,  many  of  the  events  that  are.  No  history  of  the  Jewish 
people,  for  example,  would  be  complete  without  the  story  of  Judith,  the 


This  article  is  excerpted  from  the  book  Alcohol:  The  Delightful  Poison  with  permission 
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beautiful  widow  who  saved  the  children  of  Israel  from  destruction  at 
the  hands  of  an  Assyrian  army. 

On  the  pretext  of  bringing  an  important  message  to  the  Assyrian 
general  Holof ernes,  Judith  gained  admission  to  his  camp.  Captivated  by 
her  beauty,  Holofernes  invited  her  to  have  supper  with  him.  In  the 
course  of  the  meal  Judith  enticed  the  general  into  drinking  too  much 
wine.  When  he  became  drunk  and  fell  asleep,  she  cut  off  his  head  with 
his  own  sword. 

Judith  stole  out  of  the  enemy  camp,  returned  to  the  Israelites,  and  ad- 
vised them  to  attack  the  Assyrians  the  next  morning  at  sunrise.  When 
they  did,  the  Assyrian  sentries  rushed  to  awaken  their  general.  They  en- 
tered his  tent  and  discovered  his  headless  body.  The  word  of 
Holofernes’s  murder  soon  spread  through  the  Assyrian  camp,  and  his 
entire  army  fled  in  panic. 

Scourge  of  the  Scythians 

Herodotus,  a Greek  writer  who  lived  in  the  5th  century  B.C.,  tells  of 
another  battle  in  which  alcohol  was  the  decisive  weapon.  Cyaxares,  king 
of  Media  and  Persia,  invited  his  enemies,  the  Scythians,  to  a drinking 
feast.  “The  greater  part  of  them  became  intoxicated,”  Herodotus  re- 
ported, “and  in  that  state  were  destroyed.  Cyaxares  thus  obtained 
possession  of  Asia.” 

Wars  and  invasions  have  not  only  been  influenced  by  alcohol,  they 
have,  in  some  cases,  led  to  its  wider  use.  In  218  B.C.  the  Carthaginian 
general  Hannibal  invaded  southern  Europe  with  an  army  of  handpicked 
troops  and  began  the  long  march  that  would  take  him  across  the  Alps  to 
invade  Rome.  About  halfway  along  in  the  march,  a group  of  Hannibal’s 
soldiers  grew  weary  of  army  life  and  deserted  their  general.  They  settled 
in  the  area  of  Grand  Roussillon  in  southern  France,  where  they  planted 
vineyards  and  began  the  production  of  the  wines  for  which  France  is 
now  famous.  In  other  parts  of  France  and  in  Germany  and  Spain,  it  was 
the  Roman  invaders,  the  armies  of  Julius  Caesar,  who  introduced 
vineyards  and  taught  the  natives  to  appreciate  wine. 

Selim  the  Sot 

The  Crusades,  the  long  series  of  wars  undertaken  by  European  Chris- 
tians to  wrest  the  Holy  Land  from  Muslim  control,  also  influenced  the 
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making  of  wine.  French  Crusaders  brought  back  the  Syrah  grape  from 
Persia.  Syrah  grapes  are  still  used  in  making  some  of  the  wines  of  the 
Rhone  Valley,  and  they  have  also  been  transplanted  to  Switzerland, 
Australia,  South  Africa,  and  the  United  States. 

In  1190  King  Richard  the  Lionhearted  of  England  organized  the  Third 
Crusade.  On  their  way  to  the  Holy  Land,  Richard  and  his  knights  cap- 
tured Cyprus.  The  island,  just  off  the  coast  of  Turkey  in  the  Mediterra- 
nean Sea,  had  been  famous  for  its  wine  for  centuries.  Richard  drank 
some  of  it  when  he  and  his  knights  toasted  their  victory  at  a banquet. 

At  the  end  of  the  Third  Crusade,  King  Richard  gave  Cyprus  to  his 
knights  as  a reward  for  their  faithful  service.  The  former  Crusaders  im- 
mediately took  over  the  vineyards  and  renamed  the  local  wine  Com- 
mandaria.  They  built  up  a thriving  business  exporting  it  to  England, 
where  it  regularly  appeared  on  the  royal  banquet  tables. 

The  English  rule  in  Cyprus  ended  in  1489  when  the  island  was  annexed 
by  Venice,  but  less  than  a century  later,  in  1571,  it  was  captured  by  the 
Turkish  sultan  Selim  II.  A notorious  wine  lover,  Selim  was  nicknamed 
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Commandaria  is  still  produced  on  Cyprus.  A sweet  wine  made  from  a 
blend  of  both  red  and  white  grapes,  it  has  the  distinction  of  being  the 
oldest  wine  to  be  known  by  a specific  name. 

A Prince’s  Gift 

The  battle  of  Culloden  in  1746  not  only  influenced  the  course  of 
English  history  but  also  gave  the  world  a new  drink.  In  1745  Prince 
Charles  Edward  Stuart  organized  an  army  of  Scottish  highlanders  and 
led  an  expedition  against  England.  The  Stuarts  had  been  deposed  from 
the  English  throne  by  the  Glorious  Revolution  of  1688,  and  Bonnie 
Prince  Charlie  was  determined  to  regain  it.  Instead,  his  army  was  defe- 
ated by  the  duke  of  Cumberland  at  Culloden  Moor,  and  the  young 
prince  was  forced  to  flee  for  his  life.  He  hid  out  in  the  Scottish  high- 
lands until  a Scotswoman,  Flora  MacDonald,  smuggled  him  onto  the 
Isle  of  Skye.  From  there,  the  MacKinnon  family  helped  him  escape  to 
France. 

As  a reward  for  their  assistance,  the  grateful  prince  gave  the  MacKin- 
nons the  secret  formula  for  his  personal  liqueur,  a sweet,  strong  brandy 
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flavored  with  Scotch  whisky.  The  MacKinnons  kept  Bonnie  Prince 
Charlie’s  formula  to  themselves  for  160  years,  but  in  1906  they  decided 
to  market  it  commercially.  Originally  an  dram  budheach,  which  in 
Gaelic  means  “the  drink  that  satisfies,”  its  name  was  later  corrupted  to 
Drambuie.  Today  it  is  one  of  the  most  popular  after  dinner  drinks  in  the 
world. 

The  Original  Symposium 

In  the  past  and  sometimes  in  the  present  as  well,  important  political 
decisions  have  been  made  over  a lifted  glass.  The  Saxons,  who  ruled 
England  in  the  7th  and  8th  centuries,  never  sat  down  to  their  councils 
until  they  had  each  had  a ration  of  beer.  They  drank  it  out  of  a large 
stone  mug  passed  around  from  hand  to  hand.  In  ancient  Greece,  dinner 
parties  were  usually  followed  by  a symposium,  or  ‘drinking  together.’ 
In  both  Sparta  and  Athens  these  developed  into  drinking  clubs,  and  the 
men  who  belonged  to  them  became  a powerful  political  force. 

In  the  past,  good  rulers  recognized  the  importance  of  beer  and  wine  in 
their  subjects’  lives  and  in  their  country’s  economy.  The  emperor 
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Charlemagne,  who  ruled  western  Europe  at  the  beginning  of  the  9th 
century,  personally  supervised  the  planting  of  vineyards  and  the  brew- 
ing of  beer  in  his  kingdom.  The  Domesday  Book,  a survey  of  England 
compiled  by  order  of  William  the  Conqueror,  included  extensive  infor- 
mation about  the  making  of  wine  and  the  cultivation  of  grapes.  The  I 
Magna  Charta,  which  deprived  England’s  kings  of  their  absolute  power, 
also  contained  a clause  regulating  the  measurement  of  the  nation’s  ale 
and  wine. 

At  least  one  English  ruler  owed  his  downfall  to  alcohol.  In  946  Edward 
the  Elder  was  invited  to  a feast  at  a church  in  Gloucestershire.  He  and 
his  companions  got  drunk  and  were  unable  to  defend  themselves  when 
they  were  attacked  and  murdered  by  a band  of  their  political  enemies. 

Grapes  of  Wrath 

During  the  Middle  Ages  wine  was  as  valuable  as  money.  Some  feudal 
lords  actually  paid  their  debts  with  it.  Needless  to  say,  grape  growing 
and  wine  making  became  serious  businesses.  There  were  strict  laws 
against  stealing  grapes  and  against  making  inferior  wines  and  trying  to 
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pass  them  off  as  better  ones.  In  many  places  wine  counterfeiters  were 
executed.  Grape  thieves  got  off  easier.  They  were  forced  to  march 
through  the  village  with  their  hands  locked  above  their  heads  in  a 
wooden  vise.  There  was  a bell  attached  to  the  vise  that  rang  as  they 
trudged  through  the  streets  and  summoned  the  villagers  to  come  out 
and  jeer  at  them. 

One  ruler,  Philip  the  Bold,  duke  of  Burgundy,  was  not  above  making 
laws  to  regulate  grapes  as  well  as  grape  thieves.  In  1395  he  banned  the 
Gamay  grape  from  Burgundy’s  vineyards  because  it  gave  the  wine  a 
“very  great  and  horrible  harshness.” 

- i 

Europe’s  vineyards  were  originally  planted  and  tended  by  farmers.  With 
the  spread  of  Christianity,  however,  wine  making  was  gradually  taken 
over  by  the  various  religious  orders.  Because  wine  was  used  in  the 
Christian  mass  and  in  the  sacrament  of  holy  communion,  the  monks 
regarded  its  production  as  part  of  their  religious  duties.  After  the  fall  of 
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Rome  in  the  5th  century  A.D.,  the  monks  were  among  the  few  people 
in  Europe  who  knew  the  technique  of  making  fine  wine. 


Tale  of  the  Ass 

One  of  the  many  religious  men  who  took  an  interest  in  the  production 
of  wine  was  St  Martin,  who  became  bishop  of  Tours  in  A.D.  371.  Mar- 
tin spent  much  of  his  time  visiting  the  vineyards  of  the  Loire  Valley  and 
talking  to  the  monks  about  their  work.  According  to  an  old  legend,  St 
Martin  once  visited  a monastery  in  Anjou  and  tied  his  donkey  to  a post 
beside  a grapevine.  The  bishop  spent  several  hours  inspecting  the 
monks’  vineyards  and  cellars.  When  he  was  ready  to  leave,  he  dis- 
covered that  his  donkey  had  been  nibbling  on  the  grape  leaves  and  had 
devoured  them  right  down  to  the  trunk  of  the  vines.  The  bishop 
apologized  for  his  four-footed  companion,  but  the  following  year  the 
monks  noticed  that  the  shoots  that  had  been  destroyed  grew  back  more 
abundantly  and  produced  fatter,  more  luscious  grapes.  Learning  a 
lesson  from  St  Martin’s  donkey,  the  monks  of  Anjou  began  pruning 
their  vines  on  a regular  basis  and  saw  a remarkable  improvement  in  the 
flavor  of  their  wines. 

The  religious  orders  in  France  were  stripped  of  their  lands  after  the 
French  Revolution,  but  many  of  the  drinks  they  developed  are  still  in 
existence.  Chablis,  one  of  the  best-known  white  wines,  was  originally 
made  by  the  Cistercian  monks  at  their  abbey  in  Chablis.  The  formula 
for  the  liqueur  Chartreuse  was  developed  in  1605  by  the  monks  of  the 
Carthusian  order,  after  whom  it  was  named.  Another  popular  liqueur 
was  born  at  the  Benedictine  monastery  in  Fecamp  when  one  of  the 
monks  added  a mixture  of  herbs  and  plants  to  ordinary  brandy.  King 
Francis  I of  France  passed  through  Fecamp  in  1534,  tasted  the  new 
drink,  Benedictine,  and  soon  made  it  famous  all  over  Europe. 


Birth  of  Demon  Rum 

In  1770  Captain  James  Cook  claimed  the  continent  of  Australia  for 
Great  Britain.  The  colony  later  became  a dumping  ground  for  criminals 
and  political  undesirables,  but  Australia’s  original  settlers  had  expected 
to  turn  it  into  England’s  vineyard.  When  the  first  colonists  sailed  for 
Australia  in  1788,  they  brought  with  them  a collection  of  vines.  They 
were  the  first  to  be  planted  in  the  new  country,  and  until  Australia’s 
monetary  system  was  established,  the  wine  they  produced  served  as  the 
colony’s  currency. 
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Explorers  introduced,  and  were  introduced  to,  new  drinks  in  the  lands 
they  visited.  One  drink  that  was  brought  back  to  Spain  by  Christopher 
Columbus’s  crew  was  rum.  It  was  made  from  fermented  molasses  ob- 
tained from  the  sugarcane  that  grew  so  abundantly  in  the  West  Indies. 
English  explorers  to  the  New  World  also  sampled  the  drink,  and  it 
became  even  more  popular  in  England  than  it  was  in  Spain.  For  years 
every  sailor  in  the  British  Navy  was  issued  a daily  ration  of  rum,  and  in 
the  days  when  Britannia  ruled  the  waves,  it  was  often  said  that  rum  was 
the  real  power  of  the  British  fleet. 

Still  further  evidence  of  alcohol’s  place  in  history  can  be  found  in  the 
story  of  the  Pilgrims’  arrival  in  America  in  the  winter  of  1620.  The  pas- 
sengers on  the  tiny  ship  Mayflower  had  intended  to  explore  the  New 
England  coast  more  thoroughly  before  selecting  a place  to  settle,  but 
they  cut  their  voyage  short  and  landed  at  Plymouth  Rock.  In  his  History 
of  Plimouth  Plantation,  their  leader,  William  Bradford,  explained  why: 
4 ‘For  we  could  not  take  much  time  for  further  search  and  consideration, 
our  victuals  being  much  spent,  especially  beer.” 
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by  Pamela  Ennis , Michael  Stern,  and  Bernard  Boyle 


Concerned  about  the  problem  of  the  impaired  driver  in  your  com- 
munity? You  should  be.  In  Canada,  studies  have  indicated  that  nearly 
50%  of  all  fatally  injured  drivers  had  been  drinking  shortly  before  their 
death.  A recent  roadside  survey  conducted  by  the  federal  government 
found  that  during  the  evening  hours,  one  in  five  drivers  had  been 
drinking  and  6%  of  night-time  drivers  were  legally  impaired— that  is, 
over  the  blood  alcohol  content  (BAC)  limit  of  .08%.  According  to 
research  tests,  the  risk  of  a person  becoming  involved  in  a crash  begins 
to  increase  at  .05%  BAC.  At  .10%  BAC  a person  is  about  seven  times  as 
likely  to  crash  than  if  s/he  were  sober,  and  at  .15%  BAC  a person  is  25 
times  more  likely  to  have  an  accident. 

Epidemiological  studies  have  shown  that  only  a small  proportion  of  per- 
sons arrested  for  driving  while  impaired  (DWI)  are  likely  to  be 
repeaters;  the  overwhelming  majority  of  persons  apprehended  for  im- 
paired driving  are  first-time  arrestees  for  that  offense.  This  does  not 
mean  that  they  are  first  time  offenders,  however,  since  the  probability 
of  being  apprehended  is  so  low.  It  is  estimated  that  apprehension  risk 
may  be  as  low  as  one  in  2,000  drinking-driving  occurrences.  The  enor- 
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JSTRATIONS  BY  VIRGINIA  DEWART 


Primary  intervention  is  to  prevent  people  from 
combining  drinking  and  driving  in  the  first 
place.  Such  strategies  attempt  to  divert  or  dis- 
suade a large  proportion  of  society  who  are  po- 
tential drinking  drivers  from  engaging  in  such 
behavior. 


65 


mity  of  this  problem  poses  a considerable  challenge  to  the  development 
of  effective  countermeasures. 

Countermeasure  Terminology 

Numerous  attempts  have  been  made  to  fight  drinking-driving,  yet  most 
can  be  classified  into  three  broad  categories  which  correspond  to  three 
distinct  stages  of  the  drinking-driving  problem:  primary  intervention; 
secondary  intervention;  and  tertiary  intervention. 

The  aim  of  primary  intervention  is  to  prevent  people  from  combining 
drinking  and  driving  in  the  first  place.  Such  strategies  attempt  to  divert 
or  dissuade  a large  proportion  of  society  who  are  potential  drinking  dri- 
vers from  engaging  in  such  behavior.  The  familiar  slogan  ‘If  you  drink, 
don’t  drive’  is  an  example  of  primary  intervention. 

Secondary  intervention  is  concerned  with  preventing  a drinking  driver 
who  is  already  on  the  road  from  having  a collision.  Obviously,  the  most 
effective  way  of  accomplishing  this  is  to  remove  the  drinking  driver 
from  the  road.  Secondary  intervention  involves  specific  law  inforce- 
ment  aimed  at  detecting  these  impaired  drivers. 

Tertiary  intervention  refers  to  activities  initiated  by  a court  after  the 
drinking  driver  has  been  detected,  charged,  and  convicted,  but  before 
s/he  recommits  the  offense.  In  reality,  this  form  of  intervention  is  a 
court  sentence  which  may  take  the  form  of  a traditional  disposition  like 
a fine,  or  may  involve  some  attempt  at  rehabilitating  the  offender.  The 
aim  of  such  intervention  is  to  prevent  the  offender  from  committing 
subsequent  offenses. 

It  must  be  emphasized  that  a comprehensive  program  to  fight  drinking- 
driving would  ideally  involve  the  coordinated  implementation  of  all 
these  strategies.  It  should  also  be  clear  that  we  need  large-scale  counter- 
measures that  will  deter  all  members  of  society  not  only  the  convicted 
driving  while  impaired  offender. 

Concepts  of  Deterrence 

What  deterrence  means  depends  on  one’s  point  of  view.  Specific 
deterrence  is  concerned  with  the  individual  offender.  It  is  assumed  that 
the  application  of  certain  criminal  sanctions  will  prevent  that  individual 
from  recidivating  in  the  future.  General  deterrence  is  a term  used  to  de- 
scribe the  preventive  effect  which  actual  or  threatened  punishment  of 
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offenders  has  upon  potential  offenders.  Thus,  general  deterrence  is 
aimed  at  preventing  society-at-large  from  engaging  in  proscribed 
behavior,  while  specific  deterrence  is  only  concerned  with  preventing 
the  individual  offender  from  recommitting  an  offense. 

The  concept  of  general  deterrence  is  based  on  the  belief  that  people  are 

■ rational,  and  are  capable  of  weighing  the  costs  involved  in  breaking  the 
law.  With  respect  to  the  deterrence  of  drinking  and  driving,  it  is 
assumed  that  the  threat  of  fines,  loss  of  driver’s  licenses,  and  even  im- 
prisonment will  affect  the  decision  of  many  drivers  as  to  whether  they 
consume  alcohol  and  when.  Yet  there  is  little  evidence  to  support  the 
belief  that  severe  penalties  per  se  will  deter  the  majority  of  potential 
drinking  drivers. 

Probabilities  of  Apprehension 

Perhaps  deterrence  hasn’t  worked  until  now  because  we’ve  been  going 
about  it  the  wrong  way.  It  is  naive  to  suppose  that  there  is  a direct  rela- 
tion between  severity  of  penalty  and  the  deterrence  of  drinking-driving. 
We  must  also  concern  ourselves  with  people’s  perceptions  of  the  rele- 
vance which  potential  sanctions  hold  for  them.  It  is  people’s  subjective 
beliefs  about  certain  facts  which  determine  whether  they  will  drink  and 
drive.  One  such  fact  is  the  individual’s  awareness  of  the  chance  of  being 
apprehended  for  impaired  driving.  This  belief  is  often  called  subjective 
probability  of  apprehension. 

The  individual’s  perception  of  apprehension  risk  for  driving  while  im- 
paired is  also  dependent  upon  the  actual  probability  of  charges  being 
laid.  The  actual  chance  of  being  caught  is  often  referred  to  as  the  objec- 
tive probability  of  apprehension.  If  the  impression  of  enforcement  is 
not  grounded  in  the  reality  of  police  activity,  the  public  soon  learns  that 
the  risk  is  minute  and  adjusts  its  behavior  accordingly.  So  long  as  the 
probability  of  detection  is  low,  the  expectation  of  being  hurt  by  the  law 
enforcement  process  on  any  given  occasion  will  be  so  small  as  to  thwart 
deterrence.  What  is  needed  is  a balance  between  objective  and  subjec- 
tive probabilities  of  apprehension.  These  notions  of  objective  and  sub- 
jective apprehension  risk  are  important  for  understanding  the  possible 
impact  of  various  countermeasures. 

Primary  Intervention 

Apparently,  most  people  don’t  recognize  the  danger  posed  by  the  im- 
paired driver.  Studies  of  the  perception  of  DWI  laws  demonstrate  that 
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Secondary  intervention  is  concerned  with  pr 
venting  a drinking  driver  who  is  already  on  t 
road  from  having  a collision.  The  most  effect! 
way  of  accomplishing  this  is  to  remove  t 
drinking  driver  from  the  road. 


most  people  are  relatively  ignorant  of  the  legislation  and  its  conse- 
quences. There  seems  to  be  a “There  but  for  the  grace  of  God  go  I” 
belief  that  is  unlikely  to  promote  public  demand  for  strict  enforcement 
of  DWI  laws.  It  appears  that  both  the  public  and  many  safety  authorities 
tend  to  believe  that  drinking  drivers  involved  in  highway  tragedies  are 
very  much  like  most  of  us  in  their  drinking  and  driving  habits.  The 
deterrent  effectiveness  of  legal  controls  is  likely  to  be  minimal  for  a 
group  that  does  not  understand,  and  therefore,  does  not  desire,  those 
protections.  What  is  required  are  strategies  of  primary  intervention  to 
educate  the  public  about  drinking  and  driving  and  the  relevant  laws  and 
sanctions.  We  need  to  establish  in  the  minds  of  the  public  that  the 
drinking-driving  laws  are  fair,  and  that  they  fulfill  a basic  public  need. 
The  public  should  be  aware  of: 

a)  the  frequency  with  which  DWI  offenses  are  committed; 

b)  how  alcohol  impairs  one’s  ability  to  drive  a motor  vehicle; 

c)  the  various  levels  of  impairment  and  how  much  one  must  con- 
sume to  reach  these  levels; 

d)  what  is  meant  by  the  phrase  ‘80  mg  of  alcohol/ 100  ml  of  blood’ 
and  why  this  level  is  considered  a state  of  impairment  that  pre- 
sents a danger  to  the  public; 

e)  the  consequences  of  being  detected,  charged,  and  convicted,  and 
why  these  consequences  are  fair  and  just  in  terms  of  the  punish- 
ment fitting  the  crime; 

f)  . the  cost  of  being  charged  and  convicted  of  a drinking-driving 

offense  (e.g.  lawyer’s  fees,  increased  insurance  premiums,  license 
suspension,  and  other  social  costs); 

g)  the  probability  that  drinking  drivers  will  be  detected,  charged,  and 
convicted  (subjective  probability  of  apprehension); 

h)  sources  of  help  for  those  with  serious  drinking  problems; 

i)  the  popular  misconceptions,  values,  and  attitudes  which  often 
surround  or  are  held  about  drinking  and  driving. 

Involving  the  Media 

One  way  to  convey  this  information  could  be  through  educational 
media  programs.  This  would  involve  the  utilization  of  various  news 
media  to  increase  public  awareness  and  affect  public  opinion  concern- 
ing drinking-driving.  Classroom  instruction  on  drinking-driving  could 
also  be  conducted  in  the  school  system,  and  in  driver  education  courses. 
Alcohol  safety  questions  could  be  included  in  license  examinations  and 
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driver  handbooks.  In  addition,  the  alcohol  industry  might  be  en- 
couraged to  develop  information  pertaining  to  drinking  and  driving. 

Perhaps  the  major  advantages  of  educational  campaigns  are  that  they 
can  reach  the  broadest  possible  audience,  including  groups  which  other- 
wise would  be  difficult  to  identify  and  contact.  Also,  such  campaigns 
allow  for  updating  as  new  information  becomes  available.  Yet  given  the 
cost  of  the  educational  approach,  the  design  of  effective  programs  poses 
a considerable  challenge.  There  is  a great  deal  of  work  still  to  be  done  in 
developing  and  pre-testing  this  information.  It  is  important  to  tailor  the 
information  to  the  specific  audience  (such  as  adolescents)  one  is  at- 
tempting to  influence. 


Mass  Media  Effectiveness 

Do  educational  approaches  have  an  impact  on  impaired  driving?  Few 
studies  of  the  effects  of  public  education  campaigns  are  designed  to 
assess  the  results  of  the  educational  component  by  itself.  Most  have 
evaluated  the  effects  of  mass  media  campaigns  in  conjunction  with 
some  other  factor,  such  as  a change  in  the  law.  In  general,  public  educa- 
tion campaigns  do  appear  to  educate  to  a measurable  degree.  Public 
education  campaigns  have  successfully  communicated  knowledge 
about  and  general  awareness  of  specific  legislation.  Yet  those  studies  of 
educational  campaigns  in  the  alcohol  and  traffic  safety  area  have  not 
demonstrated  that  alcohol-related  accidents  were  reduced  as  a result  of 
just  the  mass  media  campaign.  A number  of  researchers  have  shown 
that  behavior  change  does  not  come  easily,  or  even  at  all,  using  some 
mass  media  techniques. 

In  general,  public  education  campaigns  appear  to  be  most  effective 
when  combined  with  enforcement  and  some  form  of  personalized  per- 
suasion. If  educational  countermeasures  stand  alone,  their  effect  is 
likely  to  be  limited.  While  the  public  may  become  highly  informed 
about  drinking  and  driving,  their  respect  and  support  of  the  law  is 
unlikely  to  last  unless  they  believe  that  official  agencies  are  also  doing 
something  about  the  problem. 

Educational  campaigns  are  not  the  only  form  of  primary  intervention. 
Alternative  modes  of  transportation  could  be  provided  for  drinkers  in 
the  late  evening/early  morning  hours.  For  example,  one  distillary  has 
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provided  free  public  transportation  service  in  Toronto  on  recent  New 
Year’s  Eves.  In  addition,  research  has  been  directed  toward  some  form 
of  mechanical  intervention  such  as  building  into  the  car  a device  which 
would  foil  any  attempt  by  an  impaired  driver  to  start  it.  Such  a task 
could  involve  psychomotor  coordination  and  memory  processes,  or 
even  Breathalyzer-type  equipment.  However,  numerous  technical 
problems  have  yet  to  be  resolved. 

Secondary  Intervention 

The  aim  of  secondary  intervention  is  to  remove  the  impaired  driver 
from  the  road  before  s/he  has  a collision.  Not  only  is  the  actual  chance 
of  being  caught  increased  with  more  effective  enforcement,  but  a high- 
ly visible  police  presence  could  also  have  a payoff  in  terms  of  increasing 
subjective  apprehension  risk. 

The  implementation  of  enforcement  strategies  is  undoubtedly  more 
difficult  than  the  implementation  of  either  primary  or  tertiary  counter- 
measures. To  effectively  deploy  police  manpower,  one  must  first  deter- 
mine where  alcohol-related  collisions  are  taking  place,  the  frequency  of 
collisions  at  these  locations,  and  the  time  of  day  and  day  of  week  when 
they  are  happening.  Also,  it  is  important  to  plan  intervention  strategies 
which  are  feasible  from  a police  management  standpoint.  Possible  con- 
straints on  the  amount  of  enforcement  are: 

a)  the  resources  that  can  be  allocated  to  the  enforcement  of  DWI 
laws; 

b)  the  number  of  defendants  who  can  be  processed  through  the 
courts,  given  present  size,  staffing,  and  workload; 

c)  the  amount  of  time  a police  officer  can  spend  in  court,  rather  than 
on  the  road; 

d)  the  amount  of  enforcement  activity  which  would  be  regarded  as 
legitimate  by  the  public. 

Effective  Enforcement 

One  important  factor  which  must  be  looked  at  before  implementing  any 
enforcement  strategy  is  police  attitude  toward  drinking-driving.  Effec- 
tive enforcement  depends  on  the  degree  of  importance  attached  to  this 
activity  by  the  police  officer.  Brief  educational  courses  could  be  given  to 
officers  who  will  be  involved  in  DWI  enforcement.  In  fact,  the  Interna- 
tional Association  of  Chiefs  of  Police  has  published  a comprehensive 
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Tertiary  intervention  refers  to  activities  in., 
ated  by  a court  after  the  drinking  driver  hi 
been  detected,  charged,  and  convicted.  T| 
form  of  intervention  is  a court  sentence  wh 
may  take  the  form  of  a traditional  dispositu] 
like  a fine,  or  may  involve  some  attemptal 
rehabilitating  the  offender. 


manual  describing  a multi-disciplinary  approach  to  the  drinking  driver 
problem  from  the  law  enforcement  officers’  point  of  view. 

Strategies  of  police  enforcement  have  played  a major  role  in  the  35 
Alcohol  Safety  Action  Projects  (ASAPs)  in  the  United  States.  Accord- 
ing to  the  U.S.  department  of  transportation,  the  highest  priority  was 
placed  on  increasing  the  arrest  rate  for  impaired  driving  offenses.  Two 
main  strategies  which  have  been  employed  in  the  ASAP  sites  and 
elsewhere  have  been  special  police  task  forces  responsible  only  for  DWI 
offenses  and  the  implementation  of  selective  police  roadside  checks  for 
drinking  drivers. 

Recent  amendments  to  the  Canadian  Criminal  Code  (Bill  C-71)  pro- 
vide for  the  greater  use  of  roadside  screening  devices  by  the  police  if 
they  suspect  that  a driver  has  been  drinking.  Roadside  screening  has 
been  used  in  Alberta  (the  Check-Stop  Program)  together  with  an  en- 
forcement policy  called  the  24-hour  license  suspension.  Police  officers 
may  suspend  a driver’s  license  for  24  hours  if  they  believe  s/he  has 
been  drinking  (although  not  to  a sufficient  amount  to  justify  the  laying 
of  criminal  charges). 

Police  Presence  Necessary 

Few  studies  have  actually  addressed  themselves  to  the  question  of 
whether  increased  enforcement  does  have  an  impact  on  impaired  driv- 
ing. There  is,  however,  some  information  on  the  relation  of  enforce- 
ment and  general  deterrence.  A 1974  Canadian  study  looked  at  the 
effect  of  varying  levels  of  police  enforcement  on  driver  behavior  and 
safety  at  urban  intersections.  It  appeared  that  increased  police  presence 
did  reduce  the  number  of  violations  committed  by  motorists,  with  this 
effect  occurring  immediately  upon  institution  of  the  new  level  of  enfor- 
cement. With  removal  of  police  presence,  however,  driver  behavior 
tended  to  revert  to  its  original  characteristics.  Several  other  studies 
have  demonstrated  that  general  driver  behavior  can  be  modified  as  a 
function  of  changed  levels  of  enforcement. 

i 

! With  respect  to  drinking  and  driving,  the  best  evidence  for  a deterrent 

I effect  on  behavior  comes  from  the  British  Safety  Act  of  1967  where 

ti  stepped  up  enforcement  (e.g.  roadside  breath  testing)  was  just  one 

t component  of  the  overall  program.  There  was  a sharp  drop  in  highway 
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casualties  immediately  following  the  enactment  of  the  legislation. 
Furthermore,  the  effect  was  most  marked  during  the  drinking  times: 
the  late  evening/early  morning  hours. 

With  the  increased  levels  of  enforcement  that  are  inevitable  in  the  near 
future  (due  to  the  implementation  of  portable  breath-testing  devices) 
there  remain  a number  of  questions  which  must  be  given  high  priority. 
Chief  among  them  is  how  many  arrests  would  have  to  be  made  and 
publicized  to  optimally  create  a high  enough  perception  of  apprehen- 
sion risk  to  deter  most  potential  drinking  drivers.  That  is,  to  what  extent 
must  the  enforcement  rate  be  increased  to  achieve  general  deterrence? 
This  is  the  goal  to  which  those  interested  in  secondary  strategies  of  in- 
tervention must  be  directing  themselves. 

Tertiary  Intervention 

Educational  rehabilitation  programs,  often  with  a lifestyle  modification 
component,  are  a major  form  of  tertiary  intervention.  They  are  based 
primarily  on  the  premise  that  people  behave  in  a rational  manner  and 
are  capable  of  evaluating  different  strategies  of  action.  It  is  assumed 
that  once  someone  convicted  of  driving  while  impaired  learns  about  the 
problem  of  drinking  and  driving,  s/he  will  choose  not  to  drink  and  drive 
in  the  future. 

In  a typical  educational  program,  offenders  are  referred  by  the  courts  to 
a course  which  involves  a number  of  weekly  sessions.  One  aim  is  to  im- 
part information  about  alcohol’s  effect  on  driving,  its  contribution  to 
serious  crashes,  the  signs  of  problem  drinking,  etc.  Students  hear  lec- 
tures, watch  films,  answer  questionnaires,  and  are  often  given  the  op- 
portunity to  receive  counseling.  The  ultimate  goal  of  these  court  refer- 
ral programs  is  to  reduce  recidivism  among  those  offenders  who  have 
passed  through  the  system.  In  some  programs  a secondary  but  impor- 
tant goal  is  to  help  the  offender  to  recognize  and  come  to  grips  with  his 
drinking  problem  and  direct  him  into  appropriate  treatment. 

Advantages  and  Disadvantages 

Some  of  the  advantages  cited  for  DWI  programs  are  that:  they  give  the 
driver  information  needed  to  make  a personal  decision  on  driving  after 
drinking;  they  could  produce  a positive  change  in  drinking-driver  at- 
titudes; they  give  courts,  law  officers,  etc.,  the  image  of  helpers  rather 
than  punishers;  and  they  are  aimed  at  groups  and  are,  therefore,  less 
expensive  than  individual  medical  treatment. 
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Perhaps  the  major  disadvantage  of  tertiary  intervention  programs  is  that 
they  are  directed  at  such  a small  target  group.  Such  programs  are  not 
preventative;  they  only  come  into  play  once  a DWI  offense  has  been 
committed. 

Another  difficulty  is  that  any  DWI  offender  group  is  likely  to  be  made 
up  of  individuals  who  differ  substantially  in  their  drinking  habits.  Social 
drinkers  can  control  their  drinking,  drink  only  occasionally,  and  can  do 
without  alcohol  if  it  is  not  available.  The  problem  drinker,  however,  can 
no  longer  control  his  drinking  and  is  in  need  of  treatment.  It  is  possible 
that  educational  rehabilitation  programs  may  have  a different  impact  on 
different  types  of  drinkers.  Perhaps  problem  drinkers  are  not  amenable 
to  persuasion  by  the  same  didactic  methods  as  those  which  would  per- 
suade a social  drinker.  We  do  not  yet  know  which  individuals  do  best  on 
| the  DWI  program,  and  why. 

Everyone  the  Target 

Has  educational  rehabilitation  had  any  impact  on  impaired  driving? 
While  information  pertaining  to  this  question  is  only  now  becoming 
available,  the  evidence  to  date  suggests  that  it  unfortunately  does  not 
reduce  recidivism  or  alcohol-related  collisions  among  those  who  have 
been  referred  to  such  courses.  However,  traditional  tertiary  counter- 
measures (e.g.  fines,  jail)  are  not  effective  either.  Perhaps  what  is 
needed  are  longer  programs  designed  only  for  those  who  may  be  most 
amendable  to  educational  experiences  (e.g.  young  drinking  drivers, 
social  drinkers,  or  first-time  driving  while  impaired  offenders). 

Given  the  magnitude  of  the  drinking-driving  problem  it  is  imperative 
that  countermeasure  activities  be  directed  at  the  entire  population. 

| Pehaps  our  best  strategy  would  be  to  increase  objective  and  subjective 
apprehension  risk  within  the  context  of  primary  and  secondary  inter- 
vention. Public  education  campaigns  could  be  designed  to  inform  the 
public  about  all  aspects  of  drinking  and  driving,  as  well  as  to  increase 
people’s  awareness  of  the  chance  of  being  caught.  In  addition,  the 
police  could  accomplish  more  breath  testing  under  the  new  Criminal 
Code  provisions,  and  during  spot  checks  for  vehicle  defects.  This 
stepped-up  enforcement  activity,  in  itself,  is  likely  to  have  a payoff  in 
terms  of  increased  objective  and  subjective  probabilities  of  apprehen- 
sion. If  we  are  really  concerned  about  the  problem  of  the  impaired 
driver  in  our  communities,  shouldn’t  general  deterrence  be  our  first 
priority? 
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COMMENT 


DRINKING,  DRIVING, 
AND  THE  AGE  OF  MAJORITY 


by  Roberta  G.  Ferrence 


In  the  early  1970s,  the  legal  drinking  age  was  lowered  in  many  jurisdic- 
tions throughout  North  America.  Since  that  time,  there  has  been  con- 
siderable debate  concerning  the  effect  of  the  change  in  the  drinking  age 
on  the  incidence  of  alcohol-related  collisions  among  young  drivers.  It  is 
particularly  important  to  examine  this  issue  now  because  of  recent  pro- 
posals to  raise  the  drinking  age  in  Ontario,  as  well  as  in  other  areas. 

The  best  research  on  the  subject  has  employed  multiple  time  series 
designs.  These  involve  examining  rates  of  collisions  at  several  points  in 
time  before  and  after  the  legal  change  for  areas  or  populations  affected 
by  the  change  and  also  for  areas  where  the  law  was  not  changed. 

Studies  of  this  type  carried  out  in  Ontario  and  Michigan,  Wisconsin, 
Massachussetts,  and  several  other  U.S.  states  have  found  evidence  that 
the  lowering  of  the  drinking  age  produced  statistically  significant,  and  in 


Ms  Ferrence  is  a scientist  with  the  Addiction  Research  Foundation’s  London  office. 
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some  cases  substantial,  increases  in  alcohol-related  collisions  among 
young  drivers. 

There  has  been  some  resistance  to  these  findings.  For  example, 
Richard  Zylman,  a researcher  with  the  Center  of  Alcohol  Studies  at 
Rutgers  University,  and  Richard  Gilbert,  a psychologist  with  the  Addic- 
tion Research  Foundation,  have  raised  objections  that  should  be  ex- 
amined: 

1)  There  is  no  strong  evidence  that  young  people  increased  their 
consumption  of  alcohol  to  any  major  extent  following  the  change 
in  the  law. 

There  is  no  necessity  to  prove  that  consumption  did  in  fact  increase.  All 
that  needs  to  have  occurred  is  that,  as  a result  of  the  change  in  the  law, 
an  increase  in  the  incidence  of  combining  drinking  and  driving  and  col- 
lision involvement  took  place,  which  it  did. 

2)  There  was  no  comparable  increase  in  the  incidence  of  total  colli- 
sions after  the  change  in  the  drinking  age. 

Alcohol-related  collisions  constituted  only  about  5%  of  total  collisions 
among  young  drivers  before  the  legal  change.  Thus,  a doubling  of  this 
proportion  would  produce  only  a small  increase  in  the  rate  of  total  colli- 
sions, which  is  what  happened.  What  would  be  expected  and  could  be 
more  easily  measured  is  a numerical  increase  in  total  collisions  among 
young  drivers— over  and  above  whatever  increase  or  decrease  was  ex- 
pected to  occur— that  is  sufficient  to  account  for  the  increase  in  alcohol- 
involved  collisions.  This  too  is  what  happened. 

3)  The  reported  increase  in  alcohol-related  collisions  is  largely  due 
to  greater  vigilance  on  the  part  of  police  officers  in  reporting 
alcohol  involvement  in  collisions. 

There  is  no  documented  evidence  that  this  acutally  occurred.  News  re- 
ports in  London,  Ontario  at  the  time  of  the  change  in  the  law  gave  no 
indication  that  the  police  were  expecting  an  increase  in  alcohol-related 
collisions. 

A few  studies  have  dealt  with  this  possible  bias  by  using  additional  ob- 
jective (surrogate)  measures  of  alcohol  involvement.  Analyses  using 
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these  measures  produced  results  similar  to  those  based  on  the  more 
subjective  police  reports. 

4)  Young  drivers  drive  so  badly  that  even  increased  drinking  would 
have  little  effect  on  the  rate  of  collisions. 

In  fact,  alcohol  has  a sizable  and  independent  effect  on  collisions  in- 
volving young  drivers.  For  example,  whereas  non-alcohol-related  fatal 
collisions  peaked  at  age  18,  in  a jurisdiction  where  the  drinking  age  had 
not  yet  been  lowered,  alcohol-related  fatal  collisions  peaked  at  age  21. 
Impairment  among  drivers  under  21  also  increases  their  risk  of  fatal 
collisions  far  more  than  it  does  among  older  drivers.  Thus,  lowering  the 
drinking  age  to  18  actually  compounds  the  problem  rather  than  produc- 
ing little  or  no  effect. 

5)  Most  young  drivers  are  no  worse  than  older  drivers  so  why  dis- 
criminate against  them  ? Since  they  form  only  a small  proportion 
of  those  who  drink  and  drive,  we  should  focus  on  the  total  driver 
population. 

Young  drivers  as  a group  have  a much  higher  rate  of  collisions  than 
older  drivers.  Prior  to  the  change  in  the  drinking  age,  the  proportion  of 
collisions  that  involved  alcohol  was  lower  for  young  drivers  compared 
to  older  drivers.  Following  the  legal  change,  the  proportion  increased  to 
a level  similar  to  that  of  older  drivers.  However,  because  of  the  greater 
number  of  total  collisions  among  young  drivers,  this  represented  a 
much  higher  rate  of  alcohol-involved  collisions. 

Changes  in  legislation  affecting  young  people,  such  as  raising  the  drink- 
ing age,  constitute  a vital  part  of  a comprehensive  program  to  curb 
alcohol-related  damage.  Some  aspects  of  such  a program  would,  of 
course,  be  aimed  at  the  general  population.  But  other  measures  should 
clearly  have  as  their  target  sub-groups  of  the  population  such  as  young 
drivers. 
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3PEN  ENE 


Open  End  is  designed  as  a forum  to  air  and  stimulate  comment,  opinion,  and 
reaction  to  articles  which  have  appeared  in  Addictions.  Letters  should  be  50  to 
200  words,  signed,  and  addressed  to  the  editor,  Addictions,  Addiction 
Research  Foundation  of  Ontario,  33  Russell  Street,  Toronto,  Ontario,  Canada 
M5S  2S1.  The  editor  reserves  the  right  to  edit  letters  before  publication. 


Dr  Malcolm's  article  ("The  Amotivational  Syndrome:  an  Ap- 
praisal/' Fall  '76)  was  actually  having  some  impact  on  me  until 
I read  the  name  A.V.  Miliman.  How  can  anyone  possibly  make 
use  of  Mr  Miliman  as  an  authority ; when  at  various  times  he 
has  blamed  marijuana  use  for:  the  anti-Vietnam  war  move- 
ment; alienation;  the  fall  of  Richard  Nixon;  and  the  general 
lack  of  respect  for  authority  among  youth  in  the  U.S.  today. 

Dr  Malcolm  has  ruined  his  own  credibility. 

Peter  Kagis 
Clinic  Supervisor 
Chemical  Dependency  Society 
Campbell  River ; B.C. 


I simply  could  not  believe  my  eyes  when  reading  Richard 
Wilmot's  letter  in  Open  End  (Winter  '76). 

Why  must  the  readers  of  Addictions  have  to  put  up  with 
"tyrannical  tirades"  against  Dr  Malcolm  (an  ex-ARF  member) 
by  current  researchers  at  ARF P Talk  about  "yellow  journal- 
ism!" It  is  Mr  Wilmot  and  not  Dr  Malcolm  who  discredits  the 
goal  of  Addictions.  I read  Dr  Malcolm's  article  and  thought  it 
not  only  interesting  but  highly  informative  and  very  very 
thought-provoking.  It  is  this  type  of  article  that  makes  Addic- 
tions worth  reading. 

Patricia  Witty 
Marketing 

Addiction  Research  Foundation 
Toronto , Ontario 
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After  just  reading  your  Fall  issue , I decided  to  take  a pen , take 
the  time , and  tell  you  that  I read  the  articles  with  interest. 
The  article  by  Andrew  Malcolm  ("The  Amotivational  Syn- 
drome: an  Appraisal")  gave  me  notions  that  I hadn't  been 
able  to  verbalize.  "Sobriety  and  a Dry  Red,  Too"  was 
excellent.  I tend  to  agree  that  some  liquor  boards  may  simply 
be  "pandering  to  addiction."  "Shaping  the  Sounds  of 
Silence"  was  like  visiting  an  old  and  dear  friend.  Literature  is  a 
world  in  itself  and  offers  something  personal  to  every 
individual. 

These  are  the  articles  I enjoyed  the  most,  and  I want  to  thank 
you  for  their  quality. 

Jean  Sauvageau 
Ottawa,  Ontario 


I found  your  article  "The  Amotivational  Syndrome— an 
Appraisal"  by  Andrew  Malcolm  (Fall  '76)  very  interesting 
reading.  Yet,  it  sadly  failed  to  examine  the  criminal 
repercussions  of  marijuana  use  in  a society  that  prides  itself 
on  devotion  to  individual  freedom. 

I am  currently  incarcerated  for  a mandatory  minimum  sen- 
tence of  seven  years,  of  1973  origin.  It  was  my  first  offense  — 
20  years  old.  The  judge  actually  apologized  for  having  to 
sentence  me  to  the  mandatory  minimum  but  his  hands  were 
tied  (by  archaic  laws).  There  are  only  three  mandatory 
minimum  sentences  — 1st  degree  murder,  2nd  offense  drunk 
driving,  and  importing  a narcotic  (marijuana).  It's  unfortunate 
Andrew  Malcolm  neglected  this  'uncivilized'  treatment 
towards  the  marijuana  offenders. 

Russell  B.  Newman 

Editor,  THE  OUTLOOK  Magazine 

Campbellford,  Ontario 
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ALTERNATIVE 

TREATMENT 

METHODS: 

Here  Come  the  Esoterics 


by  Judy  Dobbie 

For  many  of  those  involved  in  the  treatment  of  addictions,  it  must  be  a 
sobering  experience  indeed  to  accept  the  invasion  of  yesterday’s 
mystics  into  a field  dominated  by  science.  It  wasn’t  long  ago,  after  all, 
that  hypnotists  were  regarded  by  the  saner  segment  of  society  as 
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modern-day  shamans,  carny  showmen,  or  low-life  con  artists  bent  on 
fleecing  the  very  people  they  had  just  made  foolish.  Acupuncture  was 
mocked  as  voodoo  with  an  Oriental  twist  or,  at  least,  a prickly  com- 
munist plot.  Transcendental  Meditation  (TM)  was  practised  by  spaced- 
out  hippies,  fly-by-night  gurus,  and  other  misfits  living  on  the  edge  of 
religious  lunacy.  And  any  suggestion  that  a person  could  bring  about 
real  physiological  changes  in  his  or  her  own  body  simply  by  willing  them 
was  clear  evidence  of  madness. 

Optimism  Infrequently  Rewarded 

In  the  meantime,  of  course,  addiction  has  proved  stubbornly  resistant 
to  the  best  treatment  methods  devised  by  conventional  medical  and 
behavioral  science.  “Cures”  are  rarely  even  discussed  anymore.  Addic- 
tion has  been  recognized  as  too  complex,  too  insidious  to  take  its  leave 
at  the  touch  of  a wand.  Even  the  claims  of  those  who  report  any  sub- 
stantial degree  of  success  treating  addicted  patients  in  novel  ways  with 
accepted  therapies  are  immediately  suspect.  Optimism  may  be  ever 
present,  but  it  is  rewarded  infrequently. 

Alternatives  to  Conventional  Treatment 

Success  in  the  treatment  of  alcoholics,  drug  addicts,  chronic  heavy 
smokers,  and  overeaters  is  relative,  measured  more  often  in  days, 
weeks,  or  months  without  a “fix”  than  in  years.  In  the  form  it  usually 
takes— that  of  an  improvement  in  the  physical,  social,  and  emotional 
health  of  an  addicted  individual  — it  is  still  often  a matter  of  chance  and 
too  seldom  lasting.  Out  of  the  frustration  generated  by  this  scenario,  ad- 
diction therapists,  and  the  scientists  who  support  and  advance  their  ob- 
jectives, have  been  forced  to  investigate  alternatives  to  conventional 
treatment. 

According  to  an  Ottawa  researcher  who  compiled  a report  on  alternative 
therapeutic  practices  for  the  federal  Non-Medical  Use  of  Drugs  Direc- 
torate, the  limits  of  western  science  do  not  constitute  the  sole  reason 
the  medical  profession  has  become  more  open  to  exotic  treatment 
possibilities. 

“We’re  getting  medical  school  graduates  now  who  have  grown  up  with 
the  idea  that  you  can  get  ‘high’  by  natural  means,”  says  Rabbi  Gerry 
Steinberg.  “And  this  creates  a more  positive  climate  for  alternatives 
such  as  TM.” 
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To  some  extent  the  terms  “alternative”  and  “exotic”  are  arbitrary.  In 
general,  however,  they  are  used  to  distinguish  those  techniques  and 
technologies  whose  application  in  the  field  of  addictions  is  both  novel 
and  recent,  and  whose  form  represents  a digression  from  traditional 
treatment  models.  Included  among  them  are:  acupuncture,  TM,  yoga, 
biofeedback,  sensory  deprivation,  carbon  dioxide  inhalation,  and 
megavitamin  therapy. 

No  Outright  Cures 

None  of  the  so-called  alternative  therapies  has  been  represented  as  an 
outright  cure,  although  claims  of  various  kinds  have  been  made  for  all 
of  them.  Proponents  of  carbon  dioxide  therapy,  for  example,  say  it  is 
successful  as  a painless  detox  agent  in  treating  drug  addicts  and 
alcoholics,  and  that  it  creates,  or  at  least  stimulates,  inherent  motiva- 
tion. Acupuncturists  claim  electrical  stimulation  applied  to  specific 
points  in  the  “concha”  area  of  a subject’s  ears  will  relieve  withdrawal 
symptoms  and  eliminate  the  addict’s  craving.  Megavitamin  therapists 
argue  that  massive  doses  of  vitamins  B-3  (niacin)  and  C (ascorbic  acid) 
can  ease  withdrawal  and  counteract  depression  which  leads  to  chemical 
dependence.  TM  theorists  say  their  meditative  techniques  are  suc- 
cessful in  weaning  addicts  away  from  drugs  and  alcohol  by  showing 
them  how  to  achieve  the  same  “high”  by  natural  means.  Practitioners 
of  biofeedback  tout  their  method  of  relaxation  training  as  the  key  to 
averting  the  build-up  of  stress  which  precipitates  the  alcoholic’s  loss  of 
control. 

Dependent  on  Motivation 

The  alternative  therapies  share  the  same  overall  objective  with  the 
more  conventional  methods:  to  alter  the  behavior  of  the  addicted  per- 
son in  a way  which  advances  his  or  her  long-term  prospects  for  recovery 
and  rehabilitation.  Similarly,  all  require  additional  therapeutic  models 
as  backup,  thereby  underlining  their  role  as  adjuncts  to  existing  treat- 
ment rather  than  replacements.  They  also  appear  to  depend  just  as 
heavily  for  their  effectiveness  on  the  motivation  of  the  subject  being 
treated,  and  especially  so  in  the  cases  of  acupuncture,  biofeedback,  and 
the  meditative  techniques  where  mastery  or  self-application  is  a vital 
part  of  ongoing  treatment. 

The  problem  of  motivation  is  perhaps  least  pronounced  in  those  treated 
with  TM,  largely  because  it  is  a passive  relaxation  technique  with  a stan- 
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dardized  form  which  can  be  taught  in  a matter  of  hours,  and  which  has 
been  shown  to  influence  behavior  relatively  soon  thereafter.  Motiva- 
tion has  proved  to  be  more  of  a deterrent  in  the  use  of  biofeedback 
because  of  the  lengthy  period  required  to  train  individuals  in  the  control 
of  appropriate  physiological  responses.  Hindered  by  the  absence  of  ade- 
quate external  cues,  many  subjects  have  reported  difficulty  achieving 
these  responses  when  separated  from  the  polygraph  equipment  used  in 
training.  In  some  instances,  this  produces  increased  anxiety.  Studies 
of  outpatients  fitted  with  staple  or  needle-like  ear  implants  by  acu- 
puncturists have  consistently  shown  the  wearer’s  motivation  to  self- 
stimulate  to  be  a decisive  factor  in  sustaining  initial  weight  loss  or  absti- 
nence. 

This  point  is  considered  by  psychiatrist  M.  P.  Lau  of  the  Addiction 
Research  Foundation  of  Ontario:  “If  acupuncture  simply  produces 
aversion  to  food  in  cases  of  obesity,  it  will  have  to  be  regarded  in  light  of 
other  aversive  treatments  which  tend  to  work  only  in  patients  who  are 
well-motivated  and  have  a good  prognosis.” 

One  of  the  most  encouraging,  if  provocative,  findings  of  U.S.  psy- 
chiatrist Albert  A.  LaVerne’s  pioneering  work  in  carbon  dioxide 
therapy  suggests  C02  may  render  subjects  better  disposed  toward 
further  treatment  as  a result  of  positive  brain  stimulation.' 

Hardware  and  Specific  Skills 

Unlike  most  conventional  treatment  models,  acupuncture,  biofeed- 
back, and  CO 2 therapy  necessitate,  at  least  initially,  the  use  of  specific 
types  of  hardware  and  the  skills  of  trained  medical  technicians.  This 
means  the  reliability  of  biofeedback,  for  example,  pivots  to  some  extent 
on  the  reliability  of  the  machinery  currently  available  to  measure 
galvanic  skin  response  and  brain  wave  patterns  (EEG).  According  to 
John  McLachlan,  research  director  at  Toronto’s  Donwood  Institute,  a 
public  addictions  hospital,  doubts  about  the  performance  of  some  of 
this  hardware  have  limited  its  use  with  patients  there.  Questions  of 
equipment  certification  and  personnel  training  standards,  as  well  as 
treatment  supervision  currently  qualify  the  clinical  application  of 
biofeedback.  In  the  U.S.,  the  federal  Food  and  Drug  Administration 
wants  to  restrict  the  purchase  of  biofeedback  measuring  devices  to 
those  with  a physician’s  prescription.  Considering  the  lethal  potential  of 
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C02  if  administered  improperly,  even  greater  concern  is  reserved  for 
the  mechanics  involved  in  this  therapy.  Sensory  deprivation,  further- 
more, requires  a specially  equipped  “cell”  in  which  subjects  may  be 
isolated  for  a minimum  period  of  24  hours  under  the  supervision  of  at- 
tendants. This  condition  makes  its  clinical  potential  relatively  small. 
The  use  of  TM  in  treating  persons  with  addiction  disorders  presents  its 
own  unique  complications  as  a result  of  the  commercial  implications  in- 
volved. Like  Coca-Cola,  TM  is  a registered  trademark  and  subject  to 
copyright.  Instruction  in  this  form  of  meditation  can  come  only  from 
individuals  trained  and  accredited  by  the  TM  organization. 

The  One-to-One  Problem 

Common  to  many  alternative  therapies  is  the  fact  they  can  be  ad- 
ministered on  a one-to-one  basis  and  are  therefore  consistent  with  pri- 
vate practice.  That’s  not  necessarily  a good  thing,  according  to  some 
people,  particularly  if  they  are  misconstrued  as  a substitute  for  forms  of 
group  treatment.  Says  psychologist  John  McLachlan:  “I  would  hesitate 
to  treat  any  alcoholic  in  private  practice.  It  is  very  important  that  these 
individuals  be  with  their  peers  in  order  to  wrestle  with  their  shared 
problems  and  work  out  their  anxieties  together.”  The  Donwood  offers 
advanced  instruction  in  Hatha  yoga  and  meditative  relaxation  only  in  its 
after-care  program,  although  other  forms  of  relaxation  therapy  are 
taught  by  physiotherapists  as  part  of  the  regular  group-oriented  cur- 
riculum. 

Research  Rush 

Research  of  most  alternative  therapies  as  it  relates  to  the  treatment  of 
addiction  problems  is  scarce  and  frequently  inconclusive.  Much  of  it 
has  been  poorly  designed  in  the  rush  to  fulfill  theoretical  objectives. 
Dozens  of  studies  of  TM  have  been  completed  during  the  past  seven 
years  or  so,  and  most  researchers  agree  it  is  the  meditative  system  that 
has  been  investigated  with  the  most  exacting  scientific  and  methodical 
procedures.  Much  of  the  early  research  undertaken  by  the  TM 
organization  itself  was  scientifically  uncorroborated  and  qualified  by  the 
advocacy  factor.  These  points  prompted  Rabbi  Gerry  Steinberg  to  say, 
following  his  review  of  the  literature  on  TM  in  1973:  “The  TM  people 
have  produced  a lot  of  research.  But  they  have  not  given  it  adequate 
follow-up  and  their  controls  are  kind  of  strange.  They  claim  stupendous 
results,  but  that  makes  for  immediate  suspicion.  One  really  has  to  look 
at  these  with  some  caution.” 
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Transcendental  Meditation 

In  the  meantime,  the  scientific  community  has  become  more  deeply  in- 
volved in  evaluations  of  TM  as  a tool  in  the  prevention  and  treatment 
of  drug  use  and  abuse,  and  increasing  credibility  among  the  general 
population  has  dispelled  much  of  the  original  mystique  surrounding  it. 
Independent  studies  have  shown  sometimes  dramatic  decreases  in  the 
use  of  marijuana,  hashish,  hallucinogens,  amphetamines,  barbiturates, 
cigarettes,  and  alcohol  following  the  practice  of  TM  founder  Maharishi 
Mahesh  Yogi’s  teachings.  And  in  a large  number  of  cases,  use  has  been 
discontinued  altogether.  A common  finding  by  both  U.S.  and  European 
researchers  is  that  lowered  consumption  is  often  related  to  the 
regularity  with  which  subjects  meditate.  As  taught,  TM  requires 
meditators  to  sit  comfortably  with  their  eyes  closed  for  20  minutes 
twice  a day  and  repeat  a Sanskrit  sound  or  “mantra”  silently  to  them- 
selves. The  physiological  state  which  is  induced  has  been  likened  to 
deep  relaxation  accompanied  by  mental  alertness  and  is  marked  by  a 
slowing  of  the  heart  beat,  increase  in  skin  resistance,  reduction  in 
oxygen  consumption,  and  lowered  rate  and  volume  of  respiration.  As 
one  medical  researcher  notes  in  passing:  “The  alleviation  of  the  prob- 
lems of  drug  abuse  is  merely  a side  effect  of  the  practice.” 

It  is  also  an  ironic,  if  telling,  fact  that  Robert  K.  Wallace,  a meditator 
himself  and  one  of  the  first  scientists  to  study  TM  when  he  was  with  the 
department  of  medicine  at  Harvard,  is  today  the  president  of  Maharishi 
International  University  in  Fairfield,  Iowa.  With  Herbert  Benson,  now 
associate  professor  of  medicine  at  Harvard  and  author  of  the  book  “The 
Relaxation  Response,”  he  undertook  the  first  large-scale  (1,862  sub- 
jects) study  of  drug  use  by  meditators  in  1972. 

Acupuncture 

The  foremost  pioneer  in  the  use  of  acupuncture  to  treat  drug  addicts  is 
Hong  Kong  neurologist  H.  L.  Wen,  and  it  is  his  research,  first  reported 
in  1973,  which  forms  the  basis  of  ongoing  work  in  this  area.  His  original 
method,  theoretically  designed  to  relieve  the  withdrawal  symptoms  of 
heroin  and  opium  addicts,  called  for  controlled  electrical  stimulation 
applied  to  acupuncture  needles  inserted  at  specific  points  in  the  “con- 
cha” region  of  the  subject’s  ears.  These  treatments,  sustained  for  20  to 
40  minutes  and  repeated  two  or  three  times  each  day,  were  given  to  40 
addicts  throughout  the  withdrawal  period  of  seven  to  10  days.  Dr  Wen 
found  that  patients  began  to  experience  relief  from  symptoms— runny 
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nose  and  eyes,  aching  muscles,  cramps,  tension,  etc.— within  10  to  20 
minutes  after  stimulation  commenced,  and  subsequently  reported  a 
loss  of  craving.  The  same  results  have  been  achieved  with  consistency 
by  other  researchers.  In  some  cases,  a single  treatment  with  electro- 
acupuncture has  been  found  to  create  freedom  from  craving  in 
alcoholics  and  smokers  lasting  24  and  48  hours  respectively. 

“There  is  no  doubt  that  one  treatment  with  electro-acupuncture  for 
20-40  minutes,  without  the  administration  of  any  drugs  at  all,  will  dra- 
matically alleviate  the  symptoms  of  acute  withdrawal  in  any  drug  addic- 
tion,” concluded  British  surgeon  Margaret  A.  Patterson  following  a 
1974  study  using  a slightly  refined  version  of  Dr  Wen’s  method. 
Among  the  insights  gained  from  her  research  was  the  possibility  the 
frequency  of  the  electrical  current  might  have  some  bearing  on  the  op- 
| timal  responses  of  different  addiction  types.  Experiences  with  this 
method  have  also  focussed  on  the  need  for  follow-up  rehabilitation  pro- 
grams. Says  Dr  Patterson:  “There  is  danger  in  the  fact  that  the  heavy 

(drug  user  brought  rapidly  off  drugs  by  electro-acupuncture  stimulation 
must  confront  the  reality  that  his  life,  being  totally  drug-orientated,  is 
now  a blank.” 

Expressed  Qualifications 

This,  however,  is  not  the  only  qualification  being  expressed  about  acu- 
puncture’s role  in  the  field  of  addictions.  ARF  researcher  Dr  M.  P.  Lau 
poses  the  question  of  whether  decreasing  the  suffering  of  the  addict 
during  withdrawal  might  act  as  a stimulus  to  further  drug- taking  and  a 
higher  incidence  of  addiction.  “If  it  turns  out  to  be  true  that  acu- 
puncture induces  psychologically  beneficial  effects  in  man,”  he  adds, 
“the  human  psyche  would  work  in  such  a way  that  one  would  run  the 
risk  of  becoming  (psychologically)  addicted  to  acupuncture.  Tolerance 
may  also  develop.” 

In  a double-blind  study  of  25  alcoholics  and  drug  addicts  completed  last 
year,  Toronto  General  Hospital  psychiatrist  Albert  Leung  found  auric- 
ular acupuncture  to  be  more  useful  in  treating  individuals  with  alcohol 
problems.  All  three  alcoholics  who  received  regular  acupuncture 
stimulation  over  the  eight-month  treatment  period  reported  effective 
relief  of  withdrawal  symptoms  and  loss  of  craving;  two  of  those  were 
still  abstinent  six  months  later.  While  agreed  that  double-blind  studies 
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are  necessary  to  establish  statistical  proof  of  acupuncture’s  clinical 
value,  Dr  Leung  encountered  difficulty  overcoming  the  reluctance  of 
many  patients  receiving  pseudo-treatments  to  return. 

Elie  Cass,  the  Toronto  physician  who  led  the  vanguard  of  medically- 
trained  Canadian  acupuncturists,  supervised  a 1975  project  in  which 
more  than  1,000  subjects  were  treated  for  obesity  and  smoking  on  an 
outpatient  basis  through  the  Ontario  Acupuncture  Foundation  clinic. 
For  this  study  subjects  were  fitted  with  a tiny  ear  pellet  requiring 
stimulation  by  the  wearer.  “The  results  were  very  discouraging,”  says 
Dr  Cass.  Initially,  one-third  reduced  their  food  intake  significantly  or 
stopped  smoking.  By  the  end  of  one  year  all  but  5%  had  resumed  their 
previous  habits. 

California  physician  Lester  Sacks  treated  sizable  groups  of  drug  addicts, 
alcoholics,  smokers  and  overeaters  with  auricular  staplepuncture  in 
1975.  He  concluded  that  acupuncture’s  only  function  in  the  area  of  ad- 
dictive disorders  is  to  detoxify  the  subject,  and  that  this  appears  most 
pronounced  in  drug  addicts  and  alcoholics.  Of  the  187  heroin  addicts  Dr 
Sacks  treated  regularly  over  a two-month  period,  18  experienced  no 
withdrawal  symptoms  and  97  reported  a minimum.  The  alcoholic  group 
of  150  yielded  47  subjects  who  abstained  for  at  least  six  months,  and 
another  58  whose  consumption  dropped  by  half. 

A subsequent  study  by  Dr  Wen  indicates,  however,  that  electro-acu- 
puncture may  have  something  over  methadone  as  a withdrawal  agent. 
Comparing  two  groups  of  35  female  heroin  addicts,  the  Hong  Kong 
acupuncturist  found  the  average  withdrawal  time  for  those  treated  with 
electro-acupuncture  was  eight  days  versus  14  for  those  on  methadone. 
After  a one-year  follow-up,  the  acupuncture  group  also  had  a higher 
abstinence  rate. 

Carbon  Dioxide  Therapy 

By  the  time  a symposium  on  carbon  dioxide  therapy  was  published 
three  years  ago,  Hahnemann  Medical  College  psychiatrist  Albert  A. 
LaVerne  had  already  documented  more  than  20  years  of  its  use  in  the 
treatment  of  narcotic  addictions  and  alcoholism.  He  had  found  that  the 
administration  of  variable  quantities  of  C02  and  oxygen  on  a multiple 
daily  treatment  basis  over  periods  up  to  three  months  resulted  in 
decreased  drug  use  in  most  cases.  Patients  who  underwent  C02  therapy 
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for  a minimum  of  two  weeks  in  a controlled  hospital  setting  were  ob- 
served to  experience  the  painless  relief  of  withdrawal  symptoms,  a dra- 
matic loss  of  craving,  and  personality  changes  which  predisposed  them 
to  further  treatment.  Five-year  follow-up  studies  of  100  heroin  and 
methadone  addicts  and  100  alcoholics  treated  privately  by  Dr  LaVerne 
showed  46  and  58  respectively  were  completely  free  of  dependence. 
Another  24  drug  addicts  and  22  alcoholics  had  relapsed  and  been  placed 
on  CO 2 maintenance  treatment. 

In  another  pilot  study  of  33  heroin  addicts,  24  were  found  to  be  drug- 
free  or  to  have  reduced  their  dependence  substantially.  Further 
research  on  C02  therapy  has  shown  a majority  of  chronic  heavy 
cigarette  smokers  able  to  quit  for  periods  of  six  months  to  three  years, 
and  up  to  75%  of  multiple-drug  abusers  able  to  achieve  abstinence  with- 
in two  years.  It  has  also  reportedly  been  used  to  treat  overweight. 

Points  of  Concern 

Despite  the  optimism  generated  by  results  such  as  these,  the  scientific 
community  is  still  very  uneasy  about  C02  therapy.  Concern  is  directed 
toward  the  point  that  C02  inhalation  may  create  negative,  as  well  as 
positive,  neurophysiological  effects.  As  a consequence  of  the  potential 
hazards  involved  in  its  misapplication,  research  has  been  restrained  in 
the  clinical  field.  Spurred  by  the  need  to  discover  more  and  better  ways 
to  deal  with  addictive  disorders,  however,  medical  scientists  are  viewing 
CO 2 therapy  with  new  interest.  According  to  John  S.  LaDue,  past  presi- 
dent of  both  the  American  College  of  Cardiology  and  the  American 
Federation  of  Clinical  Research:  “There  is  no  question  in  my  mind  that 
carbon  dioxide  therapy  warrants  an  intensive  trial  in  the  treatment  of 
both  alcoholism  and  drug  addiction.” 

Megavitamin  Therapy 

The  efficacy  of  megavitamin  therapy  hinges,  at  least  in  part,  on  the 
soundness  of  the  thesis  that  a similarity  exists  between  schizophrenia 
and  the  behavioral  dynamics  of  drug  and  alcohol-dependent  persons. 
This  treatment,  which  involves  variable  large  doses  of  vitamin  B-3  fre- 
quently in  combination  with  vitamin  C,  is  a practical  extension  of 
Saskatchewan  psychiatrist  Abram  Hoffer’s  work  treating  schizophren- 
ics with  massive  amounts  of  niacin,  and  has  come  under  much  of  the 
same  criticism  regarding  possible  side  effects.  Likewise,  its  clinical  use 
in  the  treatment  of  addictive  disorders  has  proceeded  at  a much  faster 
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rate  than  scientific  evaluations  of  the  theories  underlying  its  applica- 
tion. 

In  the  area  of  alcohol  abuse,  megavitamin  therapists  have  found  niacin 
reduces  the  need  for  other  potentially  addictive  drugs  such  as  tran- 
quillizers during  the  withdrawal  period  and  lowers  tolerance  to  alcohol 
following  treatment.  They  also  report  that  sustained  doses  of  B-3  coun- 
teract the  depression  which  prompts  many  alcoholics  to  revert  to  drink- 
ing. The  theory  behind  this  finding  is  that  a certain  percentage  of 
alcoholics  are  schizophrenic.  While  very  little  research,  either  clinical  or 
scientific,  has  been  done  in  relation  to  megavitamin  therapy  for  drug 
addicts,  proponents  of  this  alternative  have  extrapolated  from  studies 
of  alcoholic  groups  to  suggest  massive  niacin  doses  may  act  similarly 
upon  drug  problems. 

Biofeedback 

Preliminary  studies  of  biofeedback  have  focussed  almost  entirely  on  its 
role  in  the  treatment  of  psychosomatic  disorders  such  as  migraine  and 
hypertension.  In  the  addictions  field,  its  clinical  use  as  a relaxation  tech- 
nique is  based  on  the  principle  that  many  chemically  dependent  people 
consume  alcohol  or  other  drugs  to  reduce  tension  or  relieve  depression. 
According  to  John  McLachlan  of  the  Donwood  Institute,  a survey  of 
patients  there  has  confirmed  more  than  90%  of  alcoholics  drink  “to  un- 
wind” and  that  for  four  out  of  five  muscular  spasms  in  the  shoulder  and 
neck  area  are  a constant  problem. 

During  biofeedback  training,  the  subject  is  hooked  up  via  electrodes  to 
a polygraph  equipment  unit  through  which  his  unique  physiological 
responses  are  transformed  into  electrical  signals  and  amplified  into  an 
auditory  or  visual  display.  Experience  with  biofeedback  in  the  treat- 
ment of  alcohol  abuse  suggests  that  by  learning  to  control  such  varia- 
bles as  blood  pressure,  pulse  rate,  skin  temperature,  muscle  tension, 
and  brain  activity  the  alcoholic  may  be  able  to  induce  a relaxed  state 
voluntarily,  without  resorting  to  chemicals.  An  extension  of  this  theory 
provides  that  achieving  mastery  over  his  physiological  responses  acts  as 
a positive  reinforcement  of  the  alcoholic’s  ability  to  regain  control  over 
his  drinking  behavior. 

At  least  one  study  has  been  undertaken  to  determine  biofeedback’s 
viability  as  a mechanism  to  control  actual  consumption.  The  attempt 
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here  is  to  teach  the  alcoholic  how  to  “read”  internal  signals  which  indi- 
cate to  him  that  his  blood-alcohol  level  has  reached  a specific  point  at 
which  he  is  to  stop  drinking. 

Sensory  Deprivation 

Experimental  use  of  sensory  deprivation  in  the  treatment  of  chronic 
heavy  smokers  has  emerged  during  the  last  few  years  to  suggest  it  may 
be,  in  the  words  of  University  of  British  Columbia  psychologist  Peter 
Suedfeld,  “a  powerful  facilitator  of  long-term  behavioral  change.”  This 
conclusion  is  based  on  studies  of  smokers  isolated  for  24  hours  in  a ven- 
tilated, light-tight,  sound-proofed  room  lined  with  sound  absorbing 
material.  With  Frederick  Ikard  of  the  American  Health  Foundation  in 
1974,  it  was  shown  that  smokers  who  had  undergone  sensory  depriva- 
tion were  smoking  48%  less  at  the  end  of  one  year  while  members  of  a 
control  group  had  cut  back  only  16%.  Additionally,  there  were  more 
than  twice  as  many  abstainers  among  those  receiving  sensory  depriva- 
tion treatment. 

A later  study  conducted  with  fellow  U.  B.  C.  psychologist  Allan  Best 
found  results  were  enhanced  when  a period  of  sensory  deprivation  was 
coupled  with  a program  of  “over-smoking”  and  follow-up  stress  coun- 
seling. Saturation  or  rapid-smoking  techniques  are  used  on  their  own  to 
get  smokers  to  quit  initially,  although  they  necessitate  caution  because 
of  possible  deleterious  effects  on  some  subjects’  health.  They  require 
the  smoker  to  multiply  his  consumption  or  intensify  his  rate  of  puffing 
until  the  combination  of  foul  taste,  nausea,  dizziness,  and  coughing 
forces  him  to  quit.  Problems  arise  in  sustaining  a quitting  rate  which  is 
generally  quite  high  at  first. 

According  to  the  U.  B.  C.  team,  a period  of  sensory  deprivation  appears 
to  work  by  placing  the  subject  in  an  environment  devoid  of  the  cues 
which  normally  elicit  smoking  activity,  providing  him  an  opportunity  to 
reflect  upon  his  behavior,  and  creating  a break  from  routine.  In  this 
situation,  he  becomes  more  easily  persuaded  and  more  responsive  to 
external  cues. 

Unanimity  on  Relaxation 

Whether  any  one  of  the  alternative  therapies  mentioned  here  has  yet 
proved  significantly  more  effective  than  those  in  common  use  is  largely 
still  a matter  of  opinion.  There  is  virtual  unanimity  in  the  view  that 
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some  form  of  relaxation  therapy  is  vital  to  the  successful  treatment  of 
addictive  disorders.  But  whether  the  meditation  techniques  or  biofeed- 
back training  are  of  greater  benefit  than  earlier  therapies  is  difficult  to 
say.  Most  would  seem  to  agree  with  Dr  Herbert  Benson,  who  says  of 
TM  following  many  years  of  study  at  Harvard:  “TM  is  an  excellent 
alternative,  as  good  as  any  we’ve  got.”  More  excitement  seems  to  have 
been  wrought  by  the  new  role  of  electro-acupuncture  in  the  withdrawal 
of  drug  addicts  and  alcoholics,  although  its  application  appears  quali- 
fied in  other  areas.  Says  Dr  Elie  Cass:  “It  seems  to  be  no 
better,  no  worse  than  other  methods  of  treating  the  problems  of  over- 
weight or  smoking.”  Unimpressed,  he  has  reverted  to  hypnotherapy  to 
treat  private  patients.  “Most  of  these  alternative  or  paramedical  techni- 
ques are  technically  hypnotherapeutic  anyhow,”  he  adds.  “They  simply 
have  different  forms  of  induction  and  a different  mumbo-jumbo  ac- 
companying them.”  Whatever  the  reception  accorded  these  therapy 
models  by  professionals  working  in  the  addictions  field,  few  would  dis- 
agree with  C.  H.  Hardin  Branch,  past  president  of  the  American  Psy- 
chiatric Association,  who  said  following  a symposium  on  carbon  diox- 
ide therapy:  “We  are  not  so  rich  in  anti-addiction  therapies  that  we  can 
afford  to  turn  down  a promising  one.” 


Addictions  welcomes  editorial  contributions— manuscripts, 
speeches,  or  papers— from  its  readers.  They  should  be  sent  to: 
The  Editor,  Addictions,  Addiction  Research  Foundation,  33 
Russell  Street,  Toronto,  Canada,  M5S  2S1. 
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It  has  never  been  possible  to  examine  a 
person’s  body,  say  as  a child,  and  to 
know  with  even  a shred  of  probability 
that  he  or  she  is  biologically  predisposed 
to  become  alcoholic. 


The 

Addiction 

Experience 

by  Stanton  Peele 


It  is  understandable  that  people  wish  to  explain  their  problems  and 
pathologies  in  terms  of  forces  which  come  from  outside  themselves, 
and  over  which  they  have  no  power.  In  this  way  we  can  reject  account- 
ability for  our  difficulties,  and  eliminate  the  anxiety  that  comes  from 


Dr  Peele  is  the  author  (along  with  Archie  Brodsky)  of  Love  and  Addiction.  He 
holds  a PhD  in  social  psychology  from  the  University  of  Michigan,  and  was  for- 
merly on  the  organizational  behavior  faculty  at  the  Harvard  Business  School.  He 
now  teaches,  lectures,  and  consults  on  addiction  and  on  interpersonal  and  group 
dynamics.  An  earlier  article  for  Addictions  was  “Addiction  Is  a Social  Disease." 
References  for  this  article  are  available  on  request. 
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being  responsible  for  both  their  causes  and  their  remedies.  The  particu- 
lar anxiety  which  we  most  welcome  being  freed  from  is  that  of  painful 
self-reflection— the  act  of  contemplating  why  we  are  the  way  we  are  and 
how  short  of  perfect  this  is. 

Alcohol  and  other  drug  addiction  (and,  as  I shall  show,  other  addic- 
tions, as  well)  is  an  area  where  the  likelihood  of  such  an  “escape  from 
freedom”  is  especially  great.  We  are  encouraged  to  view  these  maladies 
as  uncontrollable  scourges,  or  diseases  with  the  deepest  and  most 
mysterious  chemical  and  genetic  origins.  Prominent  figures  in 
medicine,  science,  and  public  health  are  among  those  who  stridently  in- 
sist that  this  is  how  we  should  conceive  of  addiction.  How  can  we  ques- 
tion these  bastions  of  expertise  in  such  a sensitive  place  as  our  own 
bodies? 

Yet  empirical  research  and  personal  experience  alike  tell  us  that  this 
characterization  of  addiction  is  not  true.  Instead,  all  data  point  to  the 
fact  that  addiction  is  a lifestyle,  a way  of  coping  with  the  world  and  our- 
selves, a way  of  interpreting  our  experience— including  the  experiences 
produced  by  psychoactive  drugs.  Heroin  and  alcohol  do  have  a powerful 
impact  on  both  a person’s  body  and  feelings,  but  these  effects  do  not  in 
and  of  themselves  cause  addiction.  It  is  the  way  the  person  interprets 
and  responds  to  the  impact  of  a drug  which  is  at  the  core  of  an  addiction. 
This  is  determined  by  the  individual’s  feelings  about  self  and  about  life, 
as  these  are,  in  turn,  determined  by  childhood  experiences,  personality, 
and  current  social  setting. 

Failing  to  recognize  this  means  that  we,  as  a society,  will  never  be  able 
to  come  to  grips  with  addiction,  and  that  it  will  continue,  unchecked,  to 
eat  at  our  society  from  within.  Nothing  more  need  be  shown  about  the 
inadequacies  and  wrongheadedness  of  our  conceptions  than  that,  at  the 
same  time  as  we  spend  more  and  more  on  cures  and  preventatives  for 
addiction,  our  problems  with  addiction  to  narcotics,  to  alcohol,  and  to  a 
whole  host  of  other  drugs  grow  inexorably. 

Debunking  the  Myth  of  Heroin  Addiction 

In  a series  of  recent  journal  articles,  I have  been  debunking  the  myth  of 
heroin  addiction:  that  heroin  (along  with  other  narcotics)  haS-a  special, 
inescapable  ability  to  bring  about  a chemically-based  enslavement.  The 
evidence  that  I cite  is  well-known  and  has  been  accumulating  for  as  long 
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as  heroin  and  heroin  users  have  been  studied.  The  essential  ingredients 
of  this  debunking  are: 

1)  There  are  wide  variations  of  usage  patterns  with  heroin,  in- 
cluding that  of  people  who  use  the  drug  regularly  and  are 
able  to  discontinue  use  without  experiencing  withdrawal. 

2)  Many  drugs  are  able,  in  given  circumstances,  to  produce  the 
two  primary  characteristics  of  addiction— withdrawal  and 
tolerance. 

3)  Reactions  to  heroin,  and  to  all  drugs,  are  tremendously  in- 
fluenced by  social  groups,  cultural  attitudes,  and  personal 
expectations.  Thus,  the  same  drug  that  is  regarded  as  dan- 
gerous and  uncontrollable  in  one  society  may  be  viewed  as 
either  harmless  or  beneficial  in  another. 

The  Vietnam  Paradox 

As  these  facts  have  come  to  light  in  recent  years,  official  definitions 
have  been  frantically  rearranged.  To  take  one  prominent  example,  the 
United  States  government,  anticipating  the  return  of  large  numbers  of 
Vietnam  war  veterans  who  had  been  using  heroin  regularly  in  doses  far 
stronger  than  any  available  on  the  streets  of  American  cities,  hastily  put 
together  a program  for  rehabilitating  the  veterans.  As  it  turned  out,  the 
program  was  hardly  needed,  and  was  useless  where  it  was  needed.  The 
reason  was  that  a vast  majority  of  the  soldier  users,  when  they  left 
behind  the  stress  of  the  war  and  were  reintegrated  with  family,  friends, 
and  work  back  home,  ceased  using  the  drug,  and  with  few  if  any 
noticeable  physical  problems.  As  for  the  rest,  those  soldiers  who  did 
become  addicted  (even  though  they  may  have  used  no  more  of  the  drug 
in  Vietnam  than  GI’s  who  did  not  become  addicted),  the  Veterans’ 
Administration  program  of  methadone  treatment  has  proved  almost 
completely  unsuccessful.  This  is  what  Richard  S.  Wilbur,  Assistant  Sec- 
retary of  Defense  for  Health  and  Environment,  had  to  say  about  his  in- 
volvement in  the  government  program:  ‘‘Everything  that  I learned  in 
medical  school— that  anyone  who  ever  tried  heroin  was  instantly, 
totally,  and  perpetually  hooked— failed  to  prepare  me  for  dealing  with 
this  situation.” 

Revolution  in  Terminology 

As  a result  of  the  proven  inadequacy  of  accepted  medical  and  popular 
conceptions  of  addiction,  there  has  been  a revolution  in  drug  use  ter- 
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minology.  What  was  once  called  addiction  is  now  called  drug  depen- 
dence. For  example,  the  World  Health  Organization  Expert  Committee 
on  Addiction  Producing  Drugs  has  had  its  name  changed  to  the  WHO 
Expert  Committee  on  Drug  Dependence.  But  the  pharmacologists  and 
other  scientists  who  have  been  forced  into  this  switch  have  gone 
further.  The  concept  of  drug  dependence  is  now  typically  subdivided 
into  two  categories,  psychic  and  physical  dependence.  Psychic  depen- 
dence, as  its  name  suggests,  is  a very  vague  idea,  one  which  hardly 
seems  to  have  to  do  with  drugs.  Dale  Cameron,  writing  for  WHO,  tells 
us  that  we  can  detect  psychic  dependence  in  terms  of  “how  far  use  of 
drugs  appears  (1)  to  be  an  important  life-organizing  factor,  and  (2)  to 
take  precedence  over  the  use  of  other  coping  mechanisms.”  Notice  that 
the  specific  pharmacological  effects  of  drugs  are  totally  excluded  from 
consideration  here. 

As  for  the  idea  of  physical  dependence,  it  is  in  the  same  boat  with  the 
idea  of  addiction  which  it  replaced.  Do  only  some  drugs  with  certain 
identifiable  chemical  properties  produce  it?  Do  these  drugs  always  pro- 
duce it?  As  with  the  discarded  addiction  concept,  the  answer  to  both  of 
these  questions  is  no,  and  thus  the  term  physical  dependence  seems 
equally  useless  as  a description  of  drugs  and  their  properties. 

While  all  this  theoretical  and  empirical  waffling  is  taking  place,  not  only 
the  average  layman,  but  the  average  medical  and  counseling  practi- 
tioner is  ignoring  the  confusion,  preferring  instead  to  continue  to  use 
incorrectly  the  comfortable  old  term  addiction  and  the  disproven 
assumptions  behind  it.  The  head  of  the  U.S.  government  committee  for 
rehabilitating  returning  Vietnam  veteran  drug  users  was  Jerome  Jaffe, 
one  of  America’s  most  distinguished  pharmacologists.  As  a result  of  his 
experience  with  American  soldiers  and  based  on  studies  of  drug  use, 
Jaffe  writes  in  the  latest  edition  of  Goodman  and  Gilman’s  standard 
medical  school  pharmacology  text: 

The  term  addiction. . . has  been  used  in  so  many  ways  that  it  can  no 
longer  be  employed  without  further  qualification  or  elabora- 
tion. . .addiction  cannot  be  used  interchangeably  with  physical  depen- 
dence. It  is  possible  to  be  physically  dependent  on  drugs  without  being 
addicted  and  to  be  addicted  without  being  physically  dependent. 

It  would  be  hard  to  come  up  with  a more  confused  theoretical  mess. 
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Because  of  the  contradictions,  biases,  misstatements,  and  factual  errors 
connected  with  the  idea  of  addiction,  some  of  our  most  daring  thinkers 
in  the  area,  such  as  Norman  Zinberg  and  Thomas  Szasz,  want  to  discard 
the  term  altogether.  These  observers  believe  that  it  serves  as  nothing 
more  than  a legal  and  social  device  for  condemning  certain  drugs  or  the 
people  who  commonly  use  them.  In  feeling  that  the  term  “addiction” 
has  no  useful  meaning,  these  “radical”  thinkers  can  be  seen  to  be  only 
a step  away  from  the  most  prominent  “establishment”  thinkers  such  as 
Jaffe. 

What  all  the  designations  of  drugs  as  addictive  or  as  causing  physical  de- 
pendence miss,  and  what  Zinberg  and  Szasz  are  reacting  against,  is  the 
fallacy  that  these  effects  are  characteristics  of  drugs.  As  long  as  we  per- 
sist in  defining  addiction  in  this  way,  we  will  never  understand  or  be 
able  to  deal  with  drug  abuse.  What  we  must  come  to  grips  with  prac- 
tically and  conceptually  is  that  addiction  is  a characteristic  of  a person, 
of  his  or  her  way  of  dealing  with  life,  whether  with  narcotics,  with 
alcohol,  with  barbiturates,  or  with  things  which  are  not  drugs  at  all. 

The  Alcohol  Illusion 

Heroin  is  the  drug  through  which  our  notions  of  addiction  have  been 
defined,  and  which  therefore  has  the  most  illusion  surrounding  it. 
Alcohol— as  a drug  which  has  been  a part,  albeit  an  uneasy  part,  of  our 
culture  all  along— has  been  less  mystified.  Yet  recent  years  have  seen 
alcohol  being  labelled  as  addictive— not,  it  seems,  to  broaden  our  ideas 
about  addiction  so  much  as  to  obfuscate  the  process  by  which  alcohol 
leads  to  addiction. 

At  the  heart  of  the  obfuscation  lies  the  conception  of  the  “disease”  of 
alcoholism.  It  goes  with  the  unsubstantiated  notion  that  alcoholics  are 
born,  not  made,  and  that  an  alcoholic  is  predisposed  to  use  alcohol  ad- 
dictively  from  birth  until  death.  These  related  beliefs  are  used  to  con- 
vey the  picture  of  an  individual  with  some  inherent  weakness  for 
alcohol  who,  from  his  or  her  first  drink,  has  some  physical  need  for  the 
substance  which  leads  to  drinking  until  intoxication  any  time  s/he  even 
samples  alcohol. 

The  use  of  the  disease  theory  has  an  admirable  goal— to  release  the  ad- 
dict from  overwhelming  guilt  about  self  at  the  same  time  that  it  tries  to 
make  the  public  more  accepting  of  the  malady.  This  is  certainly  a better 
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state  of  affairs  than  creating  an  image  of  a despicable  degenerate,  as 
most  theorizing  and  publicity  about  heroin  addiction  has  done  in  North 
America.  But  while  the  disease  theory  has  helped  create  a more  posi- 
tive, humane  atmosphere  for  dealing  with  many  individual  alcoholics,  it 
has  had  a powerful  deleterious  effect  on  our  theoretical  conceptions  of 
alcohol  addiction,  and  ultimately  on  our  ability  to  deal  with  alcoholism 
on  a society-wide  basis. 

Idea  to  Convey  Helplessness 

Exactly  what  is  meant  by  calling  alcoholism  a disease  is  difficult  to  com- 
prehend. Alcoholism  is  not  contracted  and  spread  as  diseases  are  nor- 
mally propagated.  Obviously,  the  idea  behind  the  theory  is  more  to 
convey  the  helplessness  of  the  victims  of  alcoholism,  and  to  offer  an 
explanation  which  takes  primary  responsibility  away  from  them  and 
places  it  somehow  on  their  body.  However,  groups  such  as  Alcoholics 
Anonymous  which  subscribe  to  the  disease  theory  cannot  maintain  it 
consistently,  because  part  of  their  therapy  is  to  get  alcoholics  to  take 
responsibility  for  themselves,  and  to  admit  the  many  things  they  have 
done  to  wreck  their  own  lives  and  the  lives  of  those  around  them.  Thus 
the  disease  theory  is  applied  only  intermittently,  mainly  in  terms  of  the 
idea  that,  once  the  person  has  stopped  drinking,  to  drink  again  would 
somehow  release  the  action  of  the  disease. 

There  is  no  evidence  to  support  this  model  of  the  action  of  alcohol.  In- 
deed, there  is  quite  a bit  of  evidence  to  the  contrary.  First,  it  has  never 
been— and  never  will  be— possible  to  examine  a person’s  body  prior  to 
addiction  to  alcohol,  say  as  a child,  and  to  say  with  even  a shred  of  prob- 
ability that  s/he  has  a biological  predisposition  to  become  an  alcoholic. 
Lately  there  have  been  some  highly  publicized  findings  on  physiological 
changes  undergone  by  alcoholics  as  a result  of  long-term  drinking.  But 
to  postulate  a link  between  these  biochemical  alterations  and  the  feel- 
ings and  behavior  of  some  alcoholics,  for  whom  any  resumption  of 
drinking  produces  a completely  uncontrollable  craving  for  alcohol,  re- 
quires the  highest  degree  of  speculation. 

No  Biochemical  Base 

Let  us  look  briefly  at  the  range  of  evidence  which  tells  us  that  no  such 
biochemical  basis  for  alcoholism  will  ever  be  discovered,  and  that  in- 
stead we  must  look  to  people,  their  experiences,  the  groups  of  which 
they  are  a part,  and  the  attitudes  they  take  from  their  cultures.  In  some 
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cultures,  such  as  in  rural  Greece,  alcohol  is  not  viewed  as  a drug  capable 
of  producing  anti-social  behavior.  Are  these  people  biologically 
different  from  us?  Unlikely,  especially  when  we  consider  the  effect  of  a 
person’s  moving  from  such  a culture  to  a culture  where  alcohol  is 
viewed  as  a social  problem.  In  their  classic  studies,  Richard  lessor  and 
Giorgio  Lolli  showed  that  Italian-Americans  have  an  alcoholism  rate 
somewhere  in  between  the  low  alcoholism  rate  of  Italians  in  Italy, 
where  problem  drinking  is  rare,  and  the  much  higher  alcoholism  rate  of 
Americans.  What  has  changed  for  the  Italian-Americans  is  not  their 
bodies  but  their  environment— the  attitudes  they  have  learned  towards 
alcohol,  the  social  controls  applied  to  drinking,  and  so  forth.  Finally, 
imagining  physical  sources  of  alcoholism,  how  can  we  explain  the  tre- 
mendous leap  in  alcoholism  and  problem  drinking  among  contempor- 
ary North  American  youth  (a  recent  U.S.  survey  indicates  that  28%  of 
the  nation’s  teenagers  are  problem  drinkers)  ? Meanwhile,  in  addition 
to  these  social  considerations,  there  is  a host  of  psychological  variables 
which  are  related  to  alcoholism  as  they  are  to  any  addiction,  variables 
which  have  nothing  to  do  with  physical  make-up.  Consider  just  one  of 
these  here— that  alcoholics  come  overproportionally  from  homes 
where  either  there  was  problem  drinking,  or  there  was  no  drinking.  A 
genetic  or  biological  explanation  makes  no  sense  whatever  of  these 
data,  but  the  fact  of  a person’s  not  having  learned  how  to  drink 
moderately  covers  both  situations. 

Powerful  Establishment  Backing 

While  the  evidence  is  disproportionately  in  the  direction  of  uncovering 
social  and  psychological  causes  of  alcoholism,  the  message  that  has 
been  propagated  quite  successfully  from  within  medical  and  public 
health  circles  prevents  us  from  pursuing  this  direction  of  thinking  and 
research.  Because  the  disease  theory  has  heavy  institutional  backing,  it 
carries  incredible  weight.  Consider  what  happened  recently  when,  in 
close  succession,  the  Rand  Corporation,  the  Addiction  Research 
Foundation  of  Ontario,  and  the  California  psychologist  Roger  Vogler 
asserted  that  some  alcoholics  could  learn  to  drink  moderately  (in  fact, 
Vogler  has  published  a number  of  articles  describing  a successful 
strategy  of  combating  alcohol  abuse  by  teaching  excessive  drinkers  to 
drink  moderately).  The  mass  of  official  medical  opinion,  seconded  by 
organized  alcoholism  treatment  groups,  denied  the  accuracy  of  their 
findings,  despite  their  careful  documentation  and  their  independent 
confirmation  of  each  other.  It  is  as  though  the  established  point  of  view 
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In  some  cultures,  such  as  in  rural 
Greece,  alcohol  is  not  viewed  as  a drug 
capable  of  producing  anti-social 
behavior. 


is  so  powerful  that  it  can  will  away  opposition  and  maintain  a monopoly 
on  ideas  in  the  field!  In  the  same  way,  as  I teach  in  university  programs 
which  award  certificates  in  alcohol  studies  and  counseling,  I find  that 
most  teaching  staffs  are  composed  entirely  of  people  who  have  been 
taught,  as  unquestioned  truths,  that  alcoholism  is  a disease  and  that  an 
•alcoholic  can  never  hope  to  drink  again. 

I do  not  question  that  groups  and  institutions  which  rely  on  the  disease 
theory  often  do  so  with  success,  at  least  in  terms  of  helping  individuals 
to  stop  drinking.  I realize,  too,  that  it  is  tremendously  difficult  to  return 
to  what  was  formerly  an  addiction— of  any  sort— in  a moderate  way,  for 
reasons  that  I will  describe  in  this  article.  But  to  explain  this  by  a 
spurious  theory  of  alcohol  addiction  is  to  invite  continued  confusion. 

Variety  of  Problems  and  Non-Problems 

Let  me  present  a more  commonsensical  way  for  us  to  begin  to  com- 
prehend alcoholism.  One  often  sees  questionnaires  with  entries  like 
“Do  you  ever  drink  alone?”  and  “Do  you  feel  more  comfortable  in  a 
crowd  after  you’ve  had  a few  drinks?”  the  aim  of  which  is  to  tell  a per- 
son whether  s/he  is  an  alcoholic.  Again,  such  questionnaires  make  non- 
sense of  the  idea  of  alcoholism  as  a disease  state.  By  answering  some  of 
these  questions  in  the  affirmative,  thus  indicating  (according  to  the 
test’s  proponents)  that  you  are  an  alcoholic,  are  you  provi-ng  that  your 
body  is  in  a state  such  that  a single  drink  will  drive  you  to  a non-stop 
binge?  This  is  certainly  not  the  case  if  you  say  that  you  do  occasionally 
drink  alone,  whether  or  not  drinking  is  a real  problem  for  you. 

The  questionnaires  actually  point  out  quite  well  that  there  is  a variety  of 
alcohol  problems,  and  non-problems.  To  claim  that  alcoholism  is  a 
monolithic  problem,  with  one  chemical  source,  so  that  it  can  be  clearly 
uncovered  and  labeled  and  then  dealt  with  in  one  standard  way,  is  a 
violation  of  all  we  know  of  human  behavior.  There  are  people  who  ruin 
their  lives  by  devoting  them  to  drinking.  There  are  people  who  rely  on 
alcohol  in  certain  circumstances.  There  are  people  who  have  generally 
increased  their  intake  of  alcohol  over  a period  of  years;  there  are  people 
who  decide  that  they  have  been  drinking  too  much  and  taper  down  their 
drinking;  there  are  people  who  have  shown  varying  combinations  of 
these  patterns  and  many  more  at  different  times  in  their  lives'.  They  can 
all  be  called  alcoholics,  with  all  that  this  implies  in  quasi-medical  terms. 
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Or  they  can  be  regarded  as  part  of  the  tremendous  variety  of  behavior 
that  takes  place  with  drinking  as  it  does  in  all  areas  of  human  existence. 


The  Experience  of  Addiction 

Addiction  is  not  caused  by  a drug  or  its  chemical  properties.  Addiction 
has  to  do  with  the  effect  a drug  produces  for  a given  person  in  given  cir- 
cumstances—a welcomed  effect  which  relieves  anxiety,  and  which 
(paradoxically)  decreases  capability  so  that  those  things  in  life  which 
cause  anxiety  grow  more  severe.  What  we  are  addicted  to  is  the  ex- 
perience the  drug  creates  for  us. 

The  most  powerful  addictive  drugs  in  our  society  are,  along  with  the 
narcotics,  the  barbiturates  and  alcohol.  What  these  drugs  have  in  com- 
mon is  not  their  chemical  structures,  which  are  widely  diverse,  but  their 
common  pharmacological  property  of  depressing  the  action  of  the  ner- 
vous system.  In  this  way,  they  act  to  lessen  a person’s  feelings  of  pain 
and  sense  of  the  difficulties  in  life,  at  the  same  time  that  they  cause  the 
person  to  be  less  able  to  deal  with  such  difficulties.  Thus  begins  the 
cycle  of  addiction.  For  as  the  person  retreats  to  the  drug  to  avoid  cop- 
ing, those  things  with  which  s/he  must  cope  become  less  manageable, 
and  more  frightening  to  contemplate.  So  potential  addicts  turn  in- 
creasingly to  the  drug  to  gain  the  rewards  which  they  are  no  longer  cap- 
able of  gaining  from  life,  until,  at  some  point,  we  may  say  that  the  main 
rewards  are  coming  from  the  drug  itself. 


At  this  arbitrary  point,  people  can  be  said  to  be  addicted.  They  view 
those  other  aspects  of  their  life  with  which  they  have  ceased  to  deal 
seriously  and  from  which  they  no  longer  gain  satisfaction  only  in  terms 
of  how  they  relate  to  their  addiction.  People,  jobs,  other  activities  are  all 
either  impediments  to  or  vehicles  for  obtaining  the  one  thing  they  want 
to  pursue— intoxication  and  loss  of  self-consciousness  at  the  hands  of 
the  chosen  addictive  substance. 


An  important  part  of  surrender  to  the  drug  is  the  feeling  that  they  are 
not  strong  enough  to  resist  it— not  worthy  to  resist  it.  In  some  sense, 
they  see  addiction  as  the  proper  state  of  affairs.  This  negative  self-image 
and  the  low  self-esteem  on  which  it  is  based  are  key  points  in  the  cycli- 
cal descent  into  an  addiction.  For  the  addict  is  someone  who  does  not 
feel  good  about  self,  who  dislikes  the  person  s/he  is.  Addiction  is  predi- 
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Narcotic  and  other  illegal  drug  users  are 
more  likely  than  most  people  to  have 
resorted  heavily  to  legal  medications  in 
the  past. 
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cated  on  a fear  of  the  world,  which  is  mainly  an  anxiety  about  one’s  own 
ability  to  cope  with  it.  Whatever  his  or  her  actual  ability,  the  addict 
believes  s/he  is  incompetent  in  some  significant  way  or  area  of  life. 

An  addict  welcomes  the  opportunity  to  resolve  doubt  and  unease  by 
being  protected  by  some  larger  force,  some  greater  power.  A powerful 
drug,  of  course,  fits  this  bill.  But  there  are  many  other  external  struc- 
tures and  mechanisms  to  which  a person  can  sacrifice  control. 

Patterns  of  Dependence 

Researchers  such  as  Charles  Winick,  Isidor  Chein,  Louis  Lasagna,  and 
Richard  Blum  who  have  studied  addicts  and  people  with  extreme 
responses  to  narcotics  have  found  tremendously  strong  patterns  of  de- 
pendence, not  only  on  the  narcotic,  but  on  institutions  and  groups  such 
as  hospitals,  prisons,  and  families.  For  example,  one  perhaps  surprising 
finding  by  Blum  is  that  narcotic  and  other  illegal  drug  users  are  more 
likely  than  most  people  to  have  resorted  heavily  to  legal  medications  in 
the  past.  Winick  has  discovered  that  many  addicts  are  only  able  to  give 
up  their  drug  habits  when  they  are  relegated  to  some  total  institutional 
environment  such  as  a prison  or  sanitarium. 

Chein’s  research  highlights  an  apparent  contradiction:  at  the  same  time 
that  addicts  are  greatly  dependent  both  on  people  and  institutions,  their 
approach  to  groups  and  people  is  extremely  manipulative.  The  addicts’ 
early  experience  has  been  such  as  to  teach  them  that  they  cannot  hope 
to  gain  deep  satisfaction  from  relationships,  but  that  they  can  get  what 
they  want  from  them  by  relying  on  certain  interpersonal  ploys,  such  as 
playing  the  victim  and  acting  helpless.  As  a result,  although  a major 
aspect  of  the  addiction  constellation  is  a lack  of  intimate  relationships, 
addicts  view  the  people  they  know  as  extensions  of  their  habit.  Thus 
they  use  people  to  gain  sympathy,  to  extort  money,  to  get  help  in  secur- 
ing their  drug  supply,  even  as  they  cannot  gain  from  the  people  around 
them  a feeling  of  security  and  sharing. 

The  Safety  in  Addiction 

Just  as  an  addict  is,  by  definition,  dependent  (not  from  having  taken 
the  drug  but  from  having  the  impulse  to  dependency  in  the  first  place), 
it  is  of  the  essence  of  addiction  that  an  addict  is  passive.  It  is  passive  to 
take  in  something  from  outside  of  oneself  to  control  one’s  life.  This 
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Large  numbers  of  Vietnam  war  veterans  who  had  been 
using  heroin  regularly,  when  they  left  the  stress  of  the 
war  and  were  reintegrated  with  family,  friends,  and 
work  back  home,  ceased  using  the  drug. 


passivity  also  derives  from  the  orientation  of  the  addict  towards  life. 
Addicts  doubt  their  ability  to  bring  about  the  outcomes  they  want;  i.e. 
they  question  their  self-efficacy.  Not  believing  it  is  possible  for  their 
efforts  to  be  rewarded,  they  give  up  trying. 

For  the  addict,  the  effects  of  the  drug  are  the  rewards  s/he  puts  in  the 
place  of  the  real  world  rewards  s/he  is  not  confident  or  concerted 
enough  to  obtain.  There  are  two  ways  in  which  the  effects  of  a drug  are 
welcomed  by  the  addict.  First,  they  are  instantaneous,  without  the  anx- 
iety-provoking work  and  time  that  are  required  to  achieve  career  goals 
or  to  sustain  long-term  interpersonal  relationships.  Second,  they  are 
sure,  in  the  sense  that— given  a sufficient  dose  of  the  drug— you  can  get 
what  you  expect.  Because  the  addict  fears  the  uncertainty  of  involve- 
ments with  work  and  with  people,  s/he  is  driven  to  the  “safe”  involve- 
ment of  drug  addiction. 

In  what  way  is  addiction  safe?  An  important  dimension  of  the  fear  that 
motivates  an  addict  is  fear  of  failure.  A person  who  fears  failure  is 
preoccupied  with  the  potential  negative  consequences  of  any  new  or  un- 
familiar stimuli.  Instead  of  accepting  these  novel  stimuli  as  oppor- 
tunities for  pleasure  or  satisfaction,  or  simply  as  things  to  be  dealt  with 
in  the  normal  course  of  events,  s/he  prefers  to  avoid  unfamiliar  cir- 
cumstances or  challenges.  When  this  is  not  possible  (say,  in  the 
laboratory  setting),  such  a person  reacts  to  a challenge  by  taking  either 
the  easiest  course  or  the  riskiest  one.  In  either  case,  the  individual  can 
escape  the  onus  of  the  anticipated  failure,  whether  by  sticking  to  a task 
that  can  be  accomplished  or  by  attempting  something  so  difficult  that 
no  blame  can  be  levied.  For  example,  in  an  experiment  where  children 
were  given  a ball  to  throw  into  a basket  from  any  distance  they  chose, 
some  of  them  made  a personal  game  of  the  task  by  moving  back  a little 
farther  from  the  target  with  each  successful  toss.  Other  children,  high 
in  fear  of  failure,  either  stayed  right  next  to  the  target  or  moved  too  far 
away  to  be  able  to  hit  the  target  except  through  random  luck. 

Of  course,  it  would  be  foolish  to  say  that  a child— or  anyone  else— who 
shows  high  fear  of  failure  will  become  a drug  addict.  Too  many  other 
considerations  enter  into  the  equation.  But  the  parallel  between  high 
fear  of  failure  behavior  and  addiction  is  exact  where— out  of  personal 
anxiety— a person  takes  the  safest  course  for  avoiding  failure.  The  ad- 
dict, in  the  fear  of  challenge  or  novelty,  chooses  either  to  make  things 
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as  constant  and  predictable  as  possible,  or  to  take  such  risks  that  s/he 
has  no  chance  for  consistent  success  or  for  completion.  It  may  sound 
strange  that  it  is  the  security  of  the  predictable  that  causes  an  addict  to 
return  habitually  to  a drug.  After  all,  taking  drugs  is  a risky  business 
often  leading  to  disastrous  results.  Yet  it  is  the  predictability  of  sensa- 
tion— the  assurance  that  s/he  will  always  get  the  same  effect— that  the 
addict  seeks  from  heroin  or  alcohol.  At  the  same  time,  being  addicted 
offers  an  excuse  for  failures,  and  for  not  even  making  the  effort  to 
come  to  terms  with  the  rest  of  his  or  her  life. 

Explaining  Tolerance  and  Withdrawal 

How  does  this  model  of  addiction  explain  tolerance  and  withdrawal? 
Addicts  are  uncomfortable  with  themselves  and  in  their  world.  They 
lack  the  kind  of  complete  life  which  normally  provides  people  with 
enough  interests  and  enough  satisfaction  from  their  environment  to 
make  addiction  unappealing.  The  absence  of  these  things  allows  an  ad- 
diction to  grow  to  larger  and  larger  proportions  in  a person’s  life, 
because  there  is  nothing  to  counterbalance  the  need  for  the  drug.  This 
is  the  relationship  of  tolerance  to  the  addicted  lifestyle.  As  for  with- 
drawal, when  someone  has  artificially  buoyed  up  sense  of  self  and 
created  a less  threatening  world  to  live  in  by  means  of  a drug,  and  when 
s/he  is  then  deprived  of  this  insulation  and  forced  to  reorient  existence 
to  a long  evaded,  harsher  reality,  that  reorientation  may  well  be  agoniz- 
ing. This  is  why  some  people— those  who  are  vulnerable  to  addiction 
and  its  consequences— react  to  the  absence  of  a drug  with  the  kind  of 
total  withdrawal  experience  that  other  people,  more  whole  in  them- 
selves, do  not  seem  to  feel. 

Addiction  is  a logical  extension  of  a way  of  life  and  its  interaction  with  a 
drug  experience,  rather  than  of  the  chemistry  of  one  drug  or  another. 
Addiction  is  not  a physiological  mystery,  but  rather  an  organic  out- 
growth of  a person’s  relationship  to  the  world.  To  understand  any  in- 
dividual case  of  addiction,  we  must  ask,  “What  does  this  person  derive 
from  the  drug  and  from  experiencing  its  effects?”  In  part  our  answers 
will  be  that  it  fills  time,  structures  a life,  provides  a reassuring  ritual, 
and  offers  an  identity.  Then  we  must  go  deeper,  into  the  addict’s  own 
experience  of  the  drug,  and  find  out  how  and  why  it  reassures,  and  from 
what  it  offers  relief.  Only  by  comprehending  these  problems,  and  how 
the  particular  drug  creates  an  escape  from  them,  can  we  get  to  the  true 
nature  of  the  addiction  for  that  person. 
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Power,  Achievement,  Guilt,  and  Addiction  to  Depressant  Drugs 

An  issue  crucial  to  the  experience  of  depressant  drugs  like  the  narcotics 
and  alcohol  is  that  of  power  and  achievement.  In  our  culture,  there  is  a 
high  premium  placed  on  being  able  to  control  one’s  environment.  A 
basic  part  of  the  North  American  ethos  is  that  any  individual  can  get 
what  s/he  aims  for  if  s/he  is  sufficiently  dedicated.  When  someone  fails 
to  do  so,  it  is  assumed,  it  is  because  of  personal  weakness. 

Interestingly,  at  the  same  time  that  an  addict’s  behavior  denies  the 
validity  of  this  idea,  in  that  an  addict  is  not  capable  of  devotion  to  any 
goal  aside  from  pursuing  intoxication,  s/he  is  very  much  caught  within 
its  grips.  For  addicts  are  people  who  are  so  discontented  because  of  their 
inability  to  gain  what  they  want  that  they  use  a drug  to  forget  the 
failures  which  trouble  them.  The  resulting  further  deterioration  of  their 
ability  to  accomplish  their  desires  drives  them  back  to  the  drug  even 
more  frequently.  In  addition,  they  have  strong  feelings  of  guilt  because 
they  are  not  getting  done  what  they  believe  they  should  or  what  other 
people  expect  of  them  (while  they  are  intoxicated),  and  these  feelings, 
too,  cause  them  to  rely  more  heavily  on  the  drug. 

It  is  because  of  the  strength  of  our  culture’s  orientation  towards  in- 
dividual accomplishment  and  responsibility  that  so  many  people  in  the 
culture  are  trapped  by  feelings  of  inadequacy.  At  the  same  time,  in  an 
increasingly  institutionalized  society  where  it  is  harder  and  harder  for 
one  to  control  one’s  life,  these  feelings  are  growing.  It  is  for  these 
reasons  that  addiction  is  such  a widespread  problem  in  our  culture,  and 
that  it  is  a constantly  expanding  problem,  as  more  and  more  young  peo- 
ple do  not  seem  to  be  equipped  to  handle  the  complexity  of  the  world 
which  they  face. 

The  way  the  narcotics  fit  into  this  pattern  is  that  they  give  users  the 
soothing  feeling  that  nothing  more  need  be  done  to  improve  their  life. 
Everything  is  fine,  and  so  no  additional  effort  or  concern  need  be  spent 
on  the  problems  or  tasks  which  confront  them.  All  pain  and  anxiety  are 
removed,  and— for  a time— they  can  rest  assured  that  their  world  is 
under  their  control. 

Macho  Dimension  of  Alcohol 

Alcohol  adds  another  dimension  to  this  experience.  In  our  culture, 
drinking  and  alcohol  intoxication  are  associated  with  masculinity  and 
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power.  When  Ed  McMahon  and  Dean  Martin  joke  about  how  much 
they  drink,  they  are  participating  in  a culture-wide  male  humor  which 
sees  this  as  a symbol  of  their  potency.  It  is  for  this  reason  that  adoles- 
cent boys  are  so  concerned  to  indicate  how  much  they  have  drunk  and 
can  drink.  The  kinds  of  anti-social  activities  in  our  culture  which  are  as- 
sociated with  drinking  are  nakedly  connected  to  power.  For  example, 
fighting  (with  other  men  or  with  one’s  wife  or  girlfriend)  and  reckless 
driving  are  both  expressions  by  the  intoxicated  person  of  his  destructive 
control  over  others. 

Consider  the  obnoxious  behavior  of  someone  who,  when  drunk,  can- 
not listen  to  anybody  else  but  insists  on  voicing  his  opinions  loudly  and 
repeatedly:  the  typical  picture  of  the  drunken  bore.  What  the  person  is 
doing  is  removing  the  inhibitions  and  anxieties  he  normally  feels  about 
the  value  of  what  he  has  to  say,  his  right  to  say  it,  or  the  willingness  of 
others  to  listen.  Now,  protected  by  alcohol,  he  can  give  full  vent  to  his 
ideas,  attitudes,  peeves,  and  rages.  This  is  why  the  impact  of  a man’s 
alcoholism  is  so  often  felt  within  his  family,  by  his  wife  and  children. 
These  are  the  only  people  he  feels  capable  of  dominating,  of  being  able 
to  force  to  submit  to  his  will. 

Personalized  and  Socialized  Power 

Hence,  one  of  the  key  aspects  of  the  experience  of  alcohol  is  the  illusion 
of  power  it  offers,  the  feeling  that  the  person  is  potent  and  able  to  sway 
others.  But  it  is  a temporary  control,  and  when  the  heavy  drinker 
emerges  from  his  intoxication,  he  is  even  more  insecure  about  the 
regard  that  other  people  have  for  him  and  the  value  they  put  on  what  he 
says,  so  that  the  only  outlet  for  him  is  more  alcohol.  The  best  study  of 
the  relationship  between  alcohol  and  feelings  of  power  is  David  McClel- 
land’s The  Drinking  Man.  McClelland  found  that  having  drunk  alcohol, 
people  are  more  likely  to  have  power  fantasies.  He  also  found  that 
alcoholics  normally  have  higher  needs  for  what  McClelland  calls  “per- 
sonalized” power.  In  McClelland’s  scheme,  “socialized”  power  is  the 
ability  to  influence  people  toward  concerted  or  otherwise  constructive 
activity.  This  is  a successful  way  for  a person  to  resolve  a need  for  power 
in  our  culture.  Personalized  power,  on  the  other  hand,  involves  direct 
individual  dominance  of  others,  the  most  crude  and  least  successful 
way  to  express  the  need  for  power. 
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McClelland  uses  his  data  to  explain  the  preponderance  of  male 
alcoholics  in  our  society.  But  the  theory  works  as  well  for  women.  With 
alcohol,  a woman  can  indulge  the  fantasy  of  greater  control  over  her 
relationships  with  men  or  male-dominated  institutions  than  she  actually 
feels  she  has.  In  any  case,  it  is  not  surprising  that  in  our  time— as  more 
women  aspire  to  positions  of  power  and  are  less  likely  to  accept  the  con- 
trol of  their  own  lives  by  others— that  alcohol  abuse  by  women  is  grow- 
ing more  rapidly  than  it  is  for  men. 

I have  tried  to  describe  elsewhere  some  steps  society  can  take  to  combat 
what  is,  as  this  account  indicates,  a problem  that  only  society  can  con- 
front. Put  simply,  society  either  has  to  create  institutions  which  are 
more  amenable  to  the  influence  of  individuals,  so  that  there  is  not  such 
a great  residue  of  unmet  needs  for  control  and  power,  or  it  has  to  work 
to  increase  the  competence  of  its  individual  members  in  exercising  con- 
trol over  their  lives.  These  are  related  issues,  and  obviously  both  steps 
need  to  be  taken.  For  example,  if  school  allows  children  to  develop  and 
exercise  responsibility  within  the  institution,  then  they  will  learn  better 
how  to  develop  and  exercise  control  in  their  own  lives.  Beyond  this,  the 
solutions  to  a social  problem  like  addiction  are  as  difficult  and  involved 
as  are  the  sources  of  that  problem  in  society. 


In  the  second  part  of  this  article,  to  appear  in  the  next  issue 
of  Addictions,  Dr  Peele  generalizes  the  experience  of  addiction 
beyond  drugs,  seeks  to  elucidate  the  essential  characteristics  of 
addiction,  and  presents  some  solutions  for  individuals  combating 
addiction.  He  softens  the  harsh  portrait  of  the  addict  by  pointing 
out  that  very  few  people  are  wholly  addicted  since  addiction  oc- 
curs along  a continuum.  This  means  that  everyone  may  be  more 
or  less  addicted  in  some  area  of  his  or  her  life,  and  that  we  can- 
not isolate  ourselves  from  the  overtly  addicted  individual.  Thus 
the  issue  of  dealing  with  addiction  is  one  that  every  human  being 
faces. 
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RIGH  AL/GOHOUG8: 
How  Dollars  Buy  Denial 


by  Lucy  Barry  Robe 

When  most  alcoholics  hit  a bottom,  their  denial  systems  can  be 
punctured  by  confrontations  about  job,  finances,  or  family.  Many  can 
then  be  persuaded  to  go  into  treatment. 

But  what  if  one  of  the  Beautiful  People  is  an  alcoholic?  Do  money  and 
prestige  buy  special  denial  systems? 

Rich  alcoholics,  according  to  Robert  W.  Jones  of  New  York’s  Smithers 
Treatment  Center,  base  their  denial  systems  on  the  premise  that  they 
can  avoid  the  consequences  of  their  alcoholic  behavior. 


Ms  Robe  is  on  the  staff  of  the  Long  Island  Council  on  Alcoholism  in  New  York  and  also 
lectures  in  schools  and  colleges  in  Long  Island. 
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Sometimes  payoffs  are  obvious:  getting  DWI  tickets  fixed.  Sometimes 
they  are  grandiose  yet  subtle:  donating  hockey  rinks  to  schools  that 
might  otherwise  turn  away  their  maladjusted  sons. 

The  rich  can  also  therapy-hop,  dodging  treatment  which  might  make 
them  face  their  alcoholism.  “They  can  afford  to  try  everything,”  says 
Peter  Sweisgood  of  the  Long  Island  Council  on  Alcoholism.  “Tran- 
quillizers (usually  from  a phalanx  of  unsuspecting  physicians  who  have 
no  idea  their  patient  is  an  alcoholic).  Psychoanalysis,  lithium,  LSD, 
C02  treatment,  aversion  therapy,  hypnosis,  electroshock.  Psychosurg- 
ery, meditation,  transactional  analysis.  You  name  it— they’ll  try  it.  But 
none  of  these  will  arrest  addiction  to  the  drug  alcohol.” 

Society  tends  to  contribute  to  the  denial  systems  of  affluent  and/or  elite 
alcoholics  by  focusing  on  their  importance  while  overlooking  their 
alcoholic  behavior.  They  can  then  rationalize  that  society  is  sanctioning 
their  drinking. 

Grouping  affluent/elite  alcoholics  into  five  major  categories  (Indepen- 
dently Wealthy;  High-Level  Corporate  Executives;  Successful  Profes- 
sionals; Successful  Creative;  Wealthy  Housewives)  reveals  more 
specifically  how  the  denial  systems  of  these  people  function  within 
each  category. 

Independently  Wealthy 

This  group  includes  the  upper  classes,  the  jet  set,  anyone  who  doesn’t 
currently  have  to  work,  including  divorcees. 

Members  of  the  upper  class  tend  to  have  a permissive  attitude  toward 
drinking,  according  to  Drs  Tamerin,  Neumann,  and  Marshall  of  Con- 
necticut’s Silver  Hill  Foundation,  which  attracts  wealthy  alcoholic 
patients.  Considerable  drinking,  they  believe,  is  considered  not  only  ac- 
ceptable but  almost  necessary.  Consequently,  the  line  between  heavy 
social  drinking  and  pathological  drinking  may  often  be  blurred.  The 
doctors  point  out  that  drinking  is  not  a moral  issue,  as  in  the  middle 
classes.  An  upper  class  person  is  neither  condemned  for  drinking  nor 
for  drunkeness,  only  for  anti-social  behavior  while  intoxicated. 

Adds  Marty  Mann,  founder  of  the  National  Council  on  Alcoholism  and 
a consultant  at  Silver  Hill:  “These  people  live  in  an  atmosphere  that 
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denies  the  existence  of  alcoholism.”  Thus  upper  class  society  itself  is 
an  enabler  of  its  members’  alcoholism. 

Palm  Beach,  Florida,  is  a resort  community  of  upper  class  and  jet  set 
millionaires.  Daryl  Kosloske,  director  of  The  Palm  Beach  Institute, 
feels  that  since  members  of  Palm  Beach  society  base  their  self-worth 
on  money'  “Their  value  system  is  who  they  know  and  where  they 
travel.  Being  able  to  shift  their  environment  whenever  they  feel  the 
urge  means  quick  geographic  escape  from  any  trouble  caused  by  drink- 
ing. Moreover,  they  can  buy  their  way  into  some  social  group  wherever 
they  go,  which  blocks  any  surfacing  of  feelings  of  isolation.”  And 
bolsters  their  fantasies  that  people  really  care  about  them. 

Denial  systems  in  Palm  Beach,  and  communities  like  it,  are  sustained 
by  self-indulgent  lifestyles.  Sleeping  late  gives  the  body  time  to 
metabolize  last  night’s  booze.  Saunas,  oxygen  tanks,  massages,  dips  in 
handy  swimming  pools,  and  leisurely  cocktails  and  luncheon  all 
relieve  the  pain  of  morning  hangovers.  Golf,  catching  the  sea  air  on  a 
yacht,  shopping  on  Worth  Avenue,  and  long  afternoon  siestas,  replace 
office  pressures  and  the  drudgery  of  housework.  Soon  evening  comes, 
and  once  again  it’s  officially  cocktail  time. 

“Because  they  are  raised  by  nannies,  most  Palm  Beachers  don’t  know 
how  to  form  deep  interpersonal  relationships,”  says  Kosloske. 
“Divorce  is  no  threat.  They’ll  buy  another  spouse.  Their  general  at- 
titude is:  ‘What  do  you  want  from  me?’  and,  ‘What  can  I get  from 
you?”’ 

The  alcoholics  in  the  trust  fund  group,  particularly  the  younger  ones, 
have  perhaps  the  strongest  denial  systems  of  the  independently  weal- 
thy. Because  they  have  grown  up  in  a permissive  drinking  atmosphere, 
and  are  aware  from  childhood  that  they  will  always  have  their  trust 
funds  to  fall  back  on,  they  have  no  motivation  to  change,  Kosloske 
feels. 

High-Level  Corporate  Executives 

“No  other  institution  in  the  country  — not  wives,  not  judges,  not 
policemen— has  the  power  business  holds  over  the  alcoholic,”  says 
Keith  Kelley,  director  of  the  United  California  Bank’s  alcoholism  pro- 
gram. “He’ll  let  his  family  go  and  his  health  go.  But  as  long  as  he  can 
hang  onto  his  job,  it  proves  to  him  that  he  is  not  really  an  alcoholic.” 


With  his  denial  system  thus  based  on  his  job,  even  the  top-echelon 
alcoholic  executive  takes  pride  in  getting  to  his  office  despite  a stabbing 
hangover.  Of  course,  being  on  a more  flexible  schedule  than  lower- 
level  employees,  he  can  arrive  at  work  later.  This  means  fewer  hours  to 
camouflage  the  hangover  which  keeps  him  in  low  gear  all  morning. 
And  his  ultra-private  office  (particularly  if  it’s  a suite  of  rooms)  offers 
ample  seclusion  for  a quick  nip  or  two. 

The  high-level  alcoholic  executive  has  the  standard  long  martini  busi- 
ness lunches,  rationalized  because  his  drinking  companions  are  often 
VIPs.  Impulsive  and  unsound  decisions  afterward  will  not  be 
challenged  as  swiftly  as  those  of  lower-level  executives,  and  when  he 
habitually  leaves  the  office  early  for  a supposed  engagement  at  his 
club,  his  colleagues  tend  to  believe  him. 

Reinforcing  his  denial  system,  the  high-level  alcoholic  executive’s  im- 
portant business  dealings  can  vindicate  his  neglected  routine  tasks. 
And  his  corporate  status  usually  enables  him  to  get  away  with  unpleas- 
ant behavior  to  subordinates. 

Successful  Professionals 

Doctors,  clergy,  attorneys,  and  college  professors  belong  in  this  group. 

Studies  have  shown  an  apparent  relationship  between  alcoholism  and 
higher  educational  attainment.  Consequently,  since  professionals  are 
intelligent  and  well-educated,  they  can  and  do  create  complex  and 
plausible  rationalizations  for  their  drinking.  These  rationalizations  are 
reinforced  by  the  extra  consideration  eminent  professionals  both  com- 
mand and  expect.  Additionally,  alcoholic  professionals  seem  to  be  pro- 
tected by  their  colleagues  as  well  as  by  the  admiring  public.  Or  by  the 
unsuspecting  public.  Who  wants  to  believe  that  an  eminent  surgeon  is 
a drunk— especially  if  he’s  your  surgeon? 

Doctors  constantly  cover  up  for  their  colleagues,  according  to  Dr  Lewis 
K.  Reed  of  Youngstown,  Ohio,  secretary  of  International  Doctors  in 
AA.  “They  might  not  let  an  alcoholic  surgeon  be  scheduled  for  any 
more  big  surgery,  but  they  won’t  confront  him  either.” 

This  is  because  they  don’t  want  to  incur  a colleague’s  wrath  or  disfavor, 
according  to  Dr  Stanley  E.  Gitlow  of  New  York’s  Mt.  Sinai  Hospital. 
“And  they’re  reluctant  to  report  him  for  fear  that  he’ll  lose  his  license, 


which  is  his  livelihood,  and  that  he’ll  be  punished  in  some  way  rather 
than  treated.” 

Even  a doctor’s  superior  medical  knowledge  is  undermined  by  his 
denial  system,  according  to  Dr  Reed.  “If  another  doctor  tells  him  his 
liver  is  only  functioning  at  20%,  and  suggests  he  cut  down  on  his  drink- 
ing, that’s  no  scare  for  an  alcoholic  doctor.” 

And,  of  course,  doctors  have  access  to  limitless  mood  changing  drugs. 

The  clergy,  particularly  in  small  Protestant  churches,  are  generally 
more  isolated  from  their  colleagues  than  are  doctors,  and  can  thus  hide 
their  drinking  problems  from  one  another  longer. 

Catholic  priests  are  protected  by  a “silent  conspiracy  among  the  Catho- 
lic laity,”  according  to  Father  Gavin  Griffin,  alcohol  expert  of  Phoenix, 
Arizona.  A recovered  alcoholic  himself,  he  says:  “It’s  easier  for  a priest 
to  hide  his  alcoholism  than  it  is  for  most  people.  Everybody  wants  to 
protect  him,  and  the  church,  from  public  scandal.  Also,  a lot  of  Catho- 
lics figure  that  a priest  is  stuck  with  celibacy,  so  he  might  as  well  enjoy 
his  booze.” 

Lawyers,  too,  protect  one  another.  If  an  alcoholic  lawyer  is  disbarred,  it 
tends  to  be  for  some  specific  act,  not  for  drinking. 

Eminent  college  professors  can  veil  their  alcoholism  by  a light  teaching 
schedule:  three  lectures  a week  at  noon,  plus  leisurely  research  for  a 
book,  leaves  plenty  of  time  to  drink  and  to  recuperate. 

Successful  Creative 

Writers,  artists,  and  performers  make  up  another  class  of  the  alcoholic 
affluent/elite.  If  they  drink  while  creating  the  initial  works  that  made 
them  successful,  and  if  they  can  continue  to  produce,  creative  people 
tend  to  deny  their  alcoholism  for  a long  time— too  often  for  a lifetime. 

In  Alcohol  World , Alfred  Kazin  discusses  36  famous  modern  writers 
who  were  active  alcoholics.  These  include  three  of  America’s  six  Nobel 
Prize  winners  in  literature:  Sinclair  Lewis,  Eugene  O’Neill,  William 
Faulkner.  Others  examined  include  F.  Scott  Fitzgerald,  Ernest  Heming- 
way, John  O’Hara,  John  Steinbeck,  and  Dorothy  Parker. 
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Many  of  these  successful  writers  drank  together,  which  bolstered  each 
other’s  denial  system.  Some  joined  the  independently  wealthy  set, 
which  added  new  dimensions  to  their  denial  systems.  Some  claimed 
abstention  during  actual  writing  stints,  giving  the  impression  that  they 
could  control  their  drinking  at  will. 

Robert  Thomsen,  recovered  alcoholic  author  of  Bill  W.  (biography  of 
AA’s  co-founder),  explains  his  denial  system  simply:  “I  had  an 
alcoholic’s  paradise— a nice  apartment,  and  money  to  drink.” 

Pete  Hamill,  however,  offers  a now-sober  revelation  in  New 
York  magazine:  “Too  many  of  us  were  telling  our  novels  across  the 
bar,  wasting  our  energies  in  tall  tales  told  to  ourselves.” 

Night  jobs  have  classically  provided  all  alcoholics  with  license  to  drink 
at  odd  hours.  Since  stage  performers  don’t  report  to  the  theatre  until 
evening,  they  can  defend  a few  drinks  before  work.  Later,  boozing  until 
dawn  is  justified  as  unwinding  after  the  show. 

Jan  Clayton,  recovered  alcoholic  performer,  says  she  initially  got  away 
with  drinking  when  she  was  invited  to  parties  every  night  as  a “sudden 
Broadway  celebrity”  in  Carousel.  “But  later,”  she  says,  “during 
the  Lassie  TV  series,  I tried  to  work  six  long  days  a week  and  be  a wife 
and  mother.  During  four  frantic  years  on  that  schedule,  alcohol  became 
my  crutch.” 

The  denial  system  of  Dick  Van  Dyke,  recovered  alcoholic  movie  and 
TV  star,  was  based  on  a familiar  excuse:  “Drinking  had  no  effect  on  my 
business.  I never  drank  at  work,  or  before  five  o’clock.” 

Alcoholic  superstars  have  the  strongest  denial  systems  of  all  perfor- 
mers. When  lesser  luminaries  have  been  fired  several  times  for  drink- 
ing, fear  for  their  careers  can  motivate  them  to  seek  help.  Superstars, 
however,  are  protected  from  this  fear  by  box  office  value.  According  to 
Patrick  O’Neal,  recovered  alcoholic  actor:  “In  the  old  days  of  studio 
moguls,  even  superstars  could  be  threatened  with  their  jobs.  But  not 
any  more.  Nowadays,  the  careers  of  the  million-dollar-per-picture 
types  may  diminish,  but  they  don’t  notice.  Their  desks  are  always  piled 
high  with  scripts  from  producers  willing  to  take  one  chance  on  them 
just  for  their  name  value.  Superstars  blame  everything  but  alcohol  for 
the  trouble  they  get  into.” 


Wealthy  Housewives 

Most  alcoholic  housewives,  according  to  Marty  Mann,  are  protected  by 
their  husbands  and  children,  who  fear  discovery  and  social  disgrace. 
Wealthy  housewives  have  further  protection:  servants. 

“It’s  easy  for  women  like  me— and  there  are  many  of  us  — to  drink  in 
the  closet  indefinitely,”  recovered  alcoholic  Irene  Whitney  of  elegant 
Wayzata,  Minnesota,  told  Good  Housekeeping  magazine.  Mrs  Whitney 
is  co-founder  of  the  Johnson  Institute  in  Minneapolis.  “We  don’t  have 
money  problems,  and  we  can  always  hire  someone  to  take  care  of  our 
children  and  to  handle  other  chores.  That’s  why  many  of  us  are  slow  to 
admit  our  problems.” 


Thus  unfettered  by  routine  chores,  rich  alcoholic  housewives  can 
spend  all  day  bolstering  their  denial  systems  by  joining  the  indepen- 
dently wealthy  alcoholic  group  in  their  self-indulgent  lifestyles.  Or  they 
can  simply  hide  out  at  home  alone  and  drink. 

Since  many  of  their  husbands  work  a 10  to  12-hour  day,  with  perhaps  a 
two  to  three-hour  commute  added  to  that,  these  women  have  ample 
time  to  get  drunk  and  sober  up  before  their  husbands  come  home— to 
more  cocktails  and  a late  dinner  with  wine.  Prepared,  of  course,  by  the 
servants. 

Breaking  Through  the  Armor 

Thus  armored  by  denial  systems  which  utilize  money,  prestige,  ra- 
tionalizations, therapy-hopping,  and  self-indulgent  lifestyles— and  pro- 
tected by  colleagues,  clients,  patients,  parishioners,  students,  fans,  and 
family— how  does  one  confront  the  affluent/elite  alcoholic  and  moti- 
vate him  or  her  to  go  into  treatment? 

Marty  Mann  recommends  pressing  the  disease  concept  “hard”  to  both 
alcoholics  and  their  families.  Many  of  Mrs  Mann’s  wealthy  patients  at 
Silver  Hill  tell  her  they  honestly  did  not  know  they  had  alcoholism. 
“They  live  in  an  atmosphere  that  denies  alcoholism,  and  the  rich  never 
really  have  to  hurt  very  much.”  says  Mrs  Mann. 

The  family  is  the  key  to  motivating  treatment,  according  to  Geraldine 
O.  Delaney,  executive  director  of  New  Jersey’s  Alina  Lodge  which  has 
rehabilitated  a number  of  affluent/elite  alcoholics.  “If  I had  only  one 


hour  to  spend  with  the  alcoholic  or  his  family,  I would  spend  it  with  the 
family,  since  I believe  that  more  is  accomplished  by  teaching  them 
what  not  to  do  than  what  to  do.  Families  give  in  to  the  alcoholic  again, 
and  again,  and  again,  which  is  the  worst  thing  that  can  happen. 

“If  we  can  get  the  family,  or  the  boss,  or  the  children,  to  stand  firmly 
behind  us,  so  that  we  can  keep  alcoholics  the  necessary  length  of  time 
to  really  get  them  free  from  chemicals,  we  may  be  able  to  hit  them 
where  they  live.  Time  is  the  most  important  factor,  for  not  until  their 
thinking  begins  to  clear  up  can  they  begin  to  face  reality  even  in  small 
ways.” 

Mrs  Delaney  recommends  that  all  spouses  go  to  open  Al-  Anon  and  AA 
meetings,  and  read  books  on  alcoholism.  “The  affluent  seem  to  be 
more  embarrassed  if  there  is  inappropriate  behavior  in  public.  Often, 
for  this  reason,  they  will  listen  to  what  we  have  to  say.”  About  25%  of 
the  spouses  of  Alina  Lodge  patients  turn  out  to  have  an  addiction  prob- 
lem themselves.  This  means  two  denial  systems  to  crack! 

Importance  of  Family 

Daryl  Kosloske  feels  that  the  only  lever  for  getting  some  of  these  peo- 
ple into  treatment  may  be  their  physical  health.  However,  he  adds  that 
most  patients  come  to  The  Palm  Beach  Institute  because  “their 
families  have  had  it— even  parents  of  the  trust  fund  kids.” 

What  if  the  family  will  not  cooperate? 

Marty  Mann  says  that  nine  out  of  10  husbands  walk  out  on  alcoholic 
wives,  yet  only  one  out  of  10  wives  walks  out  on  an  alcoholic  husband. 
“Women  will,  in  general,  try  to  preserve  a marriage  while  their  hus- 
bands are  in  treatment.” 

Sometimes  when  an  alcoholic  wife  claims  her  affluent  husband  objects 
to  her  going  into  treatment,  because  of  the  stigma  involved  for  him,  it’s 
a trick  to  dodge  treatment  says  Pennsylvania’s  Chit  Chat  Farm’s  execu- 
tive director,  Gerald  Shulman.  Shulman  will  try  to  get  a recovered 
alcoholic’s  affluent  husband  to  talk  to  the  man,  Al-Anon  style.  Then 
the  family  can  move  in  for  a confrontation.  Irene  Whitney  suggests 
holding  up  a mirror  “in  a factual,  non -judgmental  way.  People  we  love 
must  confront  us  with  specifics,  no  matter  how  disagreeable.” 
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Many  financially  dependent  wives  are  afraid  to  confront  their  affluent 
alcoholic  husbands.  “If  he  walks  out,  she  doesn’t  know  if  he’ll  even  pay 
alimony,”  says  Marty  Mann.  “The  alcoholic,  after  all,  is  completely 
unreliable,  and  these  women  are  scared  to  go  out  on  their  own.  Used  to 
luxury,  they  now  face  the  prospect  of  bringing  up  the  kids  alone.  We 
suggest  they  stay  out  of  it  personally— it’s  too  emotional.  Get  their  own 
lawyers  to  deal  with  their  husbands’  lawyers.  Then  we  build  up  their 
self-esteem  and  self-confidence;  help  them  figure  out  a way  to  earn  a j ; 
living.”  Mrs  Mann  adds  drily:  “This  works— sometimes.” 

People  outside  the  family  can  also  coerce  an  affluent  alcoholic  into  j i 
treatment.  An  alcoholic  executive’s  supervisors  can  threaten  to  fire 
him  if  he  won’t  seek  help  for  his  drinking  problem.  This  i§  easier  to  ar- 
range, of  course,  on  the  lower  corporate  levels;  indeed,  a high-level  ex- 
ecutive may  have  few,  if  any,  apparent  supervisors.  However,  everyone 
has  a supervisor  somewhere.  Even  the  president  of  a corporation  is 
responsible  to  a board  of  directors. 

Utilizing  Peer  Groups 

Another  motivational  tool  is  the  peer  group.  Doctors,  who  traditionally 
protected  colleagues’  alcoholism,  are  now  devising  official  ways  to  help 
instead.  For  example,  in  Georgia,  the  Disabled  Doctors  Plan,  headed  by 
Dr  G.  Douglas  Talbott,  handles  identification,  motivation;  treatment, 
and  re-entry  into  the  world  of  medical  service.  Each  confrontation 
team  includes  one  recovered  alcoholic  physician;  complaints  are  not 
identified,  but  the  thrust  is  that  alcohol  and  pills  are  affecting  the  doc- 
tor’s practice,  thereby  endangering  the  health  and  lives  of  his  patients. 
Under  threat  of  possible  revocation  of  his  license,  the  alcoholic  doctor 
goes  to  the  DeKalb  Addiction  Clinic  in  Atlanta;  first  as  a patient,  then 
as  an  intern,  finally  as  a staff  member.  After  that  he  returns  to  his  own 
practice— in  therapy  the  entire  time. 

Peer  groups  within  Alcoholics  Anonymous  can  be  useful  if  the 
affluent/elite  newcomer  to  the  program  claims  difficulty  in  identifying 
with  other  alcoholics.  For  example,  in  New  York  City  the  elite  are 
usually  referred  to  the  Lenox  Hill  A A Group  on  the  upper  east  side. 
Sometimes  called  the  “Gucci-Pucci  Group,”  Lenox  Hill  h^s  several 
hundred  affluent  members.  The  visual  impact  of  all  those  elegantly 
dressed  recovered  alcoholics  does  wonders  at  chipping  away  denial 
systems;  newcomers  know  they  are  not  mingling  with  skid  row  folk 
when  they  see  mink  coats  being  checked  at  the  door. 


New  York  City  also  offers  AA  luncheon  meetings  for  Wall  Street  stock 
brokers,  and  mid-day  AA  meetings  on  Fifth  Avenue  geared  for  execu- 
tives. 

Although  experts  disagree  on  the  wisdom  of  segregating  affluent/elite 
alcoholics  from  other  AA  members,  more  and  more  private  AA  meet- 
ings are  regularly  held  nationwide  for  professionals  such  as  doctors, 
priests,  and  ministers.  Hollywood  has  “garage  groups”  to  insulate  its 
stars  from  curious  autograph  hounds. 

Sometimes  an  affluent/elite  alcoholic’s  denial  system  seems  to  be  so 
strong  that  relatives,  colleagues,  and  friends  despair  of  making  even  a 
dent  in  it.  Dr  Stanley  Gitlow,  First  president  of  the  American  Medical 
Society  on  Alcoholism,  has  a reputation  for  successfully  confronting 
these  people. 

“I  start  by  giving  them  details  of  what  alcohol  does  to  the  brain,”  he 
says.  “I  explain  that  alcohol  chronically  injures  it,  with  much  not  re- 
versible. 

“Then  I attempt  to  find  out  what’s  important  to  them:  the  self-image 
they  have  that’s  critical.  I try  to  put  the  damage  that  alcohol  is  doing  to 
them— the  brain,  psyche,  intellect,  and  emotions— together  with  what 
they  really  want  to  be.  If  the  two  are  incompatible,  they’ve  got  to  give 
some  serious  thought  to  their  alcohol  problem. 

“If  threatened  loss  of  job  or  spouse  is  no  scare,  I try  to  Find  out  what 
gives  them  pleasure.  Solving  intellectual  problems?  Or  sports?  (Golf, 
tennis,  flying  airplanes,  driving  fast  cars.)  If  it’s  some  intellectual  or 
neuromuscular  feat  that  requires  them—  not  a paid  assistant— to  be  all 
there,  then  I tell  them  that  their  alcoholism  is  going  to  defeat  them. 

“Any  alcoholic  worth  his  salt  notices  that  he  has  a diminished  atten- 
tion span,  inadequate  memory  for  recent  events,  inability  to  concentr- 
ate. So  I warn  them,”  Finished  Dr  Gitlow,  “that  it’s  a dead  end  road, 
equivalent  to  senility,  and  it’s  progressive.” 

Every  man  desires  to  live  long ; 
but  no  man  would  be  old. 


Jonathon  Swift,  1667-1745 
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COMMENT 


by  Jan  de  Lint 


ALCOHOL  EDUCATION  WHERE  IT  COUNTS 

Whereas  patients  in  alcoholism  clinics,  school  children,  and  abstainers 
are  typically  exposed  to  alcohol  education  programs,  many  moderate  to 
heavy  drinkers  in  the  community  do  not  receive  information  about  the 
dependency  and  health  risks  associated  with  alcohol  use. 

In  Ontario  in  1973— the  latest  year  for  available  figures— approxi- 
mately 4,600,000  persons  were  consumers  of  alcoholic  beverages.  Of 
these,  about  7.5%  or  350,000  drank  quantities  in  excess  of  a daily 
average  of  10  centilitres  of  absolute  alcohol  (or  at  least  one  quarter  of  a 
litre  of  whiskey,  six  bottles  of  beer,  or  one  litre  of  table  wine)  and  3.7% 
or  170,000  of  this  group  drank  in  excess  of  a daily  average  of  15  cl  of 
absolute  alcohol.  Daily  consumption  in  excess  of  10  cl  of  alcohol  may 
lead  to  a wide  variety  of  alcohol  problems  and  has  been  labeled 
“hazardous”  in  the  alcohol  literature. 

There  can  be  little  doubt  that  the  prime  target  audience  for  educational 
programs  describing  the  likely  consequences  of  excessive  alcohol  con- 
sumption are  the  350,000  Ontario  drinkers  currently  consuming  such 
amounts.  The  question  is:  how  do  we  reach  this  group? 

It  has  been  estimated  that  these  350,000  Ontario  drinkers  consume  ap- 
proximately 40%  of  total  sales.  It  has  also  been  documented  that  those 
who  purchase  40%  of  total  sales  account  for  at  least  40%  of  all  transac- 
tions taking  place  at  beer,  wine,  or  liquor  stores. 

These  relatively  simple  statistics  suggest  an  exciting  possibility  for 
alcohol  education.  Two  out  of  five  customers  of  beer,  wine,  and  liquor 
stores  in  Ontario  are  likely  to  be  consuming  hazardous  quantities  of 
beverage  alcohol.  Since  these  outlets  come  under  the  jurisdiction  of  the 
Liquor  Control  Board  of  Ontario— a government  agency— it  would  be 
relatively  easy  to  distribute  a few  educational  materials  together  with 


Mr  de  Lint  is  a senior  scientist  in  the  social  studies  department  of  the  Addiction 
Research  Foundation.  References  for  this  comment  are  available  on  request. 
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the  purchase.  One  such  item  could  be  a short  questionnaire  that  enables 
the  buyer  to  tabulate  average  daily  consumption  of  alcohol  (see  exam- 
ple). 

If  the  reported  consumption  approaches  or  exceeds  a daily  average  of 
10  cl  of  absolute  alcohol,  the  buyer’s  attention  is  directed  to  a second 
item  included  in  the  package,  which  describes  the  many  forms  of 
health  and  other  damages  associated  with  this  level  of  consumption. 
This  approach  would  ensure  that  practically  all  heavy  consumers  of 
beverage  alcohol  in  this  province  would  receive  information  pertinent 
to  their  drinking  habits.  Secondly,  it  would  avoid  waste,  since  at  least 
40%  of  the  educational  materials  distributed  would  be  given  to  those 
who  need  to  be  informed. 


HOW  MUCH  DO  YOU  DRINK? 

Estimate  the  number  of  bottles  and  glasses  of  wine, 

beer,  cider,  or  distilled  spirits  consumed  during  the  last 

week: 

Alcohol 

Number 

Equivalent 

Beer  or  Cider:  1 2 oz  bottles 

x 1 .7  or 

cl 

glasses 

x 1 .1  or 

cl 

Wine:  35  oz  bottles 

x 1 0.0  or 

cl 

25  oz  bottles 

x 7.0  or 

cl 

glasses 

x 1 .0  or 

cl 

Distilled:  40  oz  bottles 

x 45.0  or 

cl 

25  oz  bottles 

x 28.0  or 

cl 

1 2 oz  bottles 

x 1 4.0  or 

cl 

drinks  (shots) 

x 1 .5  or 

cl 

drinks  (doubles) 

x 3.0  or 

cl 

Weekly  Total 

Divide  your  weekly  total  by  7 to  determine  your  daily  in- 

take  of  absolute  alcohol. 
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stalking  the 

ELUSIVE  RESPONDENT 


by  Patricia  Erickson  and  Lome  Salutin 

Follow-up  studies  of  non-captive  populations  are  luxurious  research 
designs  to  use  in  assessing  change.  The  success  of  prospective  studies  is 
judged  on  such  criteria  as  the  proportion  of  the  original  sample  which  is 
retested  and  the  degree  of  congruence  between  the  characteristics  of 
this  group  and  the  one  that  is  not  retested.  Follow-up  studies  are 
potentially  expensive  and  time-consuming,  can  create  problems  over 
confidentiality,  and  often  have  an  unacceptable  rate  of  attrition  (usually 
considered  to  be  more  than  one-third  of  the  original  sample).  It  is  not 
surprising,  then,  that  they  are  done  rarely  in  comparison  to  retrospec- 
tive designs,  even  though  they  have  certain  advantages  over  one  time 
or  repeated  cross-sectional  surveys.  However,  if  one  wishes  to  con- 
struct a prospective  design,  the  few  available  reports  on  such  studies 
provide  little  detailed  information  on  the  methods  used  in  gaining  sub- 
jects’ participation  in  the  crucial  follow-up  phase. 

This  article  reviews  some  of  the  difficulties  faced,  and  the  strategies  and 
insights  generated,  in  a recent  Toronto-based  follow-up  study  of  can- 
nabis offenders,  conducted  by  the  Addiction  Research  Foundation. 
Only  10  of  the  original  sample  of  95  participants  were  not  re-inter- 
viewed after  one  year;  thus  a follow-up  rate  of  89.5%  was  achieved. 

Our  sample  consisted  of  persons,  male  and  female,  who  were  found 
guilty  of  the  simple  possession  of  cannabis  in  the  summer  of  1974. 
They  were  screened  on  the  grounds  of  having  prior  convictions  for  drug 


Ms  Erickson  is  a scientist  and  Mr  Salutin  a senior  research  assistant  in  the  evaluation 
studies  department  of  the  Addiction  Research  Foundation.  References  for  this  article 
are  available  on  request. 
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or  non-drug  criminal  offenses;  those  who  did  were  excluded.  Initial  in- 
terviews were  conducted  either  immediately  after  trial  and  sentence  or 
up  to  one  week  after  the  hearing.  Efforts  were  launched  to  re-interview 
subjects  one  year  after  the  court  appearance  to  examine  the  social  con- 
sequences of  criminalization  of  cannabis  users. 

A number  of  problems  particular  to  this  group  of  respondents  was  anti- 
cipated. A large  proportion  of  the  sample  was  young  but  out-of-school, 
and  was  therefore  expected  to  be  highly  mobile.  Other  studies  have 
tended  to  lose  the  subject  at  this  point.  Also,  unlike  studies  of  sample 
subjects  who  have  been  incarcerated,  there  was  no  continuation  of  offi- 
cial surveillance,  in  the  form  of  probation  or  parole,  over  most  of  our 
group.  Our  study  was  similar  to  many  of  the  others  that  have  been  re- 
ported in  that  the  investigators  had  not  performed  any  service  for  the 
subjects  that  might  have  enhanced  a sense  of  obligation  to  cooperate.  It 
was  also  a concern  that  the  subjects’  involvement  in  illicit  drug  use,  and 
our  evident  interest  in  this  behavior,  might  inhibit  participation  out  of 
fear  of  future  prosecution. 

On  the  positive  side,  since  43%  of  the  sample  were  living  with  their 
parents  at  the  time  of  the  court  appearance,  a stable  Toronto-area  ad- 
dress was  provided.  Most  of  the  others  provided  the  names  of  relatives 
or  friends  as  additional  contacts.  Since  the  researchers  were  not  affili- 
ated with  the  police  or  the  courts,  but  rather  with  an  agency  known  for 
its  health  concerns,  the  respondents  (it  was  hoped,  and  true)  were 
cooperative  in  supplying  accurate  tracing  information.  Finally,  it  is 
possible  that  the  unresolved  future  of  Canada’s  cannabis  law  might 
have  provided  personal  motivation  for  some  subjects  to  provide  input 
to  a policy-relevant  study  that  dealt  with  significant  aspects  of  their  lives 
(i.e.  drug  use  and  criminalization). 

Initial  Strategies 

When  subjects  were  approached  after  their  trial  and  an  interview  was  re- 
quested, no  immediate  mention  was  made  of  a later  contact.  The  initial 
request  was  direct  and  simple:  ‘T’m  doing  a study  of  people  who  have 
been  busted  for  marijuana/hash.  Would  you  like  to  take  part?”  If  the 
potential  subject  had  any  questions  (the  most  common  being  where  the 
researcher  was  from  and  how  long  the  interview  would  take)  they  were 
answered  accurately.  The  only  other  question  asked  of  the  subject 
before  proceeding  was  whether  s/he  had  any  previous  convictions  for 
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“The  basic  strategies  decided  at  the 
outset  of  the  follow-up  were  simply  to  be 
persistent,  flexible,  and  to  offer  some 
incentive.” 


any  offense.  Usually  the  interview  took  place  immediately— in  the  en- 
virons of  the  court— although  in  five  cases  it  was  completed  elsewhere, 
within  one  week. 

Towards  the  end  of  the  interview,  when  personal  history  information 
such  as  age  and  schooling  was  being  elicited,  a question  on  birthdate 
was  included.  No  subject  refused  to  give  this,  or  seemed  to  feel  it  was  an 
odd  request.  This  was  a vital  piece  of  information  for  later  tracing 
efforts. 

After  the  interview  was  completed,  the  nature  of  the  follow-up  was  ex- 
plained, and  the  respondent  was  asked  if  s/he  would  talk  to  the  inter- 
viewer again  in  a few  months.  If  there  was  any  hesitation,  assurances 
were  given  as  to  the  confidentiality  of  all  information,  and  to  the 
researcher’s  complete  independence  from  any  court  or  police  agencies. 
If  the  subject  agreed  to  be  contacted  again,  both  address  and  phone 
number  were  requested,  or  the  name,  address,  and  number  of  some 
friend  or  relative  where  a message  could  be  left.  Seven  persons  did  not 
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provide  this  information,  either  because  they  didn’t  want  to  be  inter- 
viewed again,  or  because  they  said  they  would  get  in  touch  with  the  in- 
terviewer; they  were  retained  in  the  sample.  The  researchers  offered 
their  business  cards  to  all  subjects  at  the  end  of  the  interview. 

Throughout  this  first  interview,  every  effort  was  made  to  establish  good 
rapport  by  being  non-judgmental,  by  encouraging  open-ended 
responses  (such  as  expansion  on  the  details  of  the  incident  that  led  to 
the  charge),  and  by  being  flexible  as  to  where  the  interview  was  con- 
ducted. For  example,  if  the  person  to  be  interviewed  wished  to  “get  out 
of  here”  and  sit  outside,  or  go  to  get  something  to  eat,  the  interviewer 
was  able  to  suggest  a convenient  place  nearby.  In  order  to  save  the 
respondent’s  time,  some  interviews  were  conducted  while  s/he  waited 
to  be  processed  for  probation.  These  measures,  it  was  hoped,  would 
return  to  the  subject  some  measure  of  the  control  s/he  had  been 
deprived  of  during  official  processing,  and  perhaps  provide  an  outlet  for 
feelings  that  had  accumulated  up  to  and  during  the  event  of  the  court 
appearance.  Some  respondents  did  take  this  opportunity  to  be  directive 
and  to  express  feelings. 

Intermediate  Follow-up 

From  four  to  six  months  after  the  subjects  were  first  interviewed, 
efforts  were  made  to  contact  them  by  telephone.  No  information 
beyond  that  provided  by  the  subject  at  court,  or  that  readily  obtainable 
from  telephone  listing  services,  was  utilized  in  the  initial  tracing  at- 
tempt. If  the  person  had  no  phone,  or  could  not  be  reached  after  several 
attempts,  a letter  was  sent  out  asking  the  respondent  to  call  the  inter- 
viewer. In  all,  70  of  the  95  in  the  sample  were  reached  in  this  intermedi- 
ate follow-up.* 

This  contact  took  the  form  of  a brief  phone  conversation,  dealing  prin- 
cipally with  any  changes  in  subjects’  job/school/home  situations.  They 
were  also  asked  about  any  subsequent  contacts  with  police,  and  whether 
others  had  found  out  about  the  original  possession  charge,  and  their 
reactions.  The  main  purpose  was  to  maintain  good  rapport  by  asking 
some  general  questions,  without  trying  to  extract  much  in  the  way  of 

*In  all,  95.7%  of  those  reached  at  this  point  were  successfully  contacted  for  the  final 
follow-up,  while  only  72%  of  the  25  sample  members  who  had  no  intermediate  follow-up 
were  re-interviewed  at  the  later  date. 
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hard  data.  The  call  was  not  prolonged  unless  the  subject  seemed  in- 
terested in  continuing  the  conversation.  At  the  end,  the  possibility  of  a 
final  interview  was  raised,  and  was  received  favorably  by  all  but  one  of 
the  subjects. 

It  should  be  mentioned  that  in  placing  these  calls,  great  care  was  taken 
not  to  disclose  the  full  details  of  the  study  (which  would  indicate  that 
subjects  had  been  charged)  to  any  other  persons.  With  some  inquisitive 
parents,  this  was  not  always  easy.  However,  even  if  the  respondent  had 
indicated  to  us  at  the  initial  interview  that  the  parents  were  aware  of  the 
arrest,  we  did  not  consider  it  ethical  to  refer  to  this.  On  the  other  hand, 
care  had  to  be  taken  not  to  be  so  non-communicative  as  to  arouse  suspi- 
cion. The  general  approach  adopted  was  to  keep  the  conversation,  with 
any  person  other  than  the  subject,  as  brief  as  possible,  closing  with  a, 
“Thanks,  I’ll  call  again.”  A name  was  left  on  a later  call,  if  the  parents 
asked.  There  were  risks  inherent  in  the  letters,  which  were  hand-writ- 
ten, as  well.  For  example,  one  mother  opened  her  son’s  letter. 
Although  it  contained  no  reference  to  his  offense,  the  Foundation  let- 
terhead was  enough  to  engender  concern.  She  called  the  researcher, 
and  was  provided  with  a prepared  general  description  of  the  study  as:  “a 
social  survey  of  young  people’s  attitudes  to  drugs  and  the  law.”  (The 
letterhead  was  not  used  in  the  final  phase  letter.) 

Several  sample  members  called  after  receiving  the  letter.  Once  the  sub- 
ject was  reached,  the  interview  did  not  progress  unless  the  time  was 
convenient  and  s/he  was  not  constrained  by  anyone’s  presence. 


“In  some  cases,  we  felt  the  money  offer 
was  important  in  maintaining  the  link;  in 
others  it  created  suspicion  we  had  to 
counter.” 
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“The  researchers  emphasized  a 
willingness  to  adapt  to  the  subject’s 
schedule  by  offering  to  meet  at  the  place 
and  time  of  his  or  her  choice.” 


This  intermediate  contact  was  meant  to  achieve  the  objectives  of:  keep- 
ing in  touch,  maintaining  rapport,  paving  the  way  for  the  final  inter- 
view, providing  information  on  any  plans  to  move  or  be  away  at  the 
time  of  the  final  follow-up,  generating  some  data  on  significant  events 
that  could  be  examined  more  closely  at  the  final  contact,  reassuring  the 
subject  of  our  concern  for  confidentiality  and  respect  for  privacy. 

Final  Follow-up— Sequence  of  Steps 

Efforts  to  locate  each  subject  and  arrange  the  final  interview  were 
begun  12  months  after  the  initial  one  was  completed.  Respondents 
quickly  sorted  themselves  into  three  groups.  The  first  group  consisted 
of  those  easily  located  who  showed  up  promptly  for  the  interview.  The 
second  one  consisted  of  subjects  who  were  a problem  to  find,  and/or 
difficult  to  commit  to  an  interview,  largely  through  postponement  or 
failure  to  keep  appointments.  Yet  a third  group  was  problematic 
because  its  members  could  not  be  located  at  all  by  means  of  the  initial 
information  provided.  If  tracing  efforts  through  various  official  chan- 
nels (described  later  in  the  article)  were  successful,  subjects  would  then 
respond  in  either  a cooperative  or  recalcitrant  way. 

While  43.5%  of  the  85  final  follow-up  interviews  were  done  within  one 
year  and  one  month  of  the  court  appearance,  35.2%  took  an  additional 
two  months  for  completion,  and  21.2%  were  finished  in  an  interval 
greater  than  one  year  and  three  months  after  the  initial  contact.  Follow- 
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up  efforts  begun  in  July  1975,  were  terminated  by  January  1976.  Ten 
cases  were  recorded  as  unsuccessful  at  this  time  due  to  failure  to  locate 
(eight),  refusal  (one),  or  death  (one). 

Basic  Strategies 

The  basic  strategies  decided  at  the  onset  of  the  follow-up  were  simply  to 
be  persistent,  flexible,  and  to  offer  some  incentive.  The  first  two 
qualities  are  probably  essential,  in  some  degree,  to  all  follow-up  studies. 
Our  relatively  small  sample  size,  delegated  to  two  research  workers, 
made  it  possible  to  emphasize  both.  The  incentive  took  two  forms, 
somewhat  particular  to  the  perceived  needs  of  this  sample.  The  mone- 
tary one— a payment  of  $20— was  thought  to  be  large  enough  to  appeal 
to  many  of  the  respondents  who  were  young  and  worked  at  fairly  low- 
paying  jobs.  The  second  one  took  the  form  of  a legal  fact  sheet  that  pro- 
vided current  information  about  cannabis  laws  and  the  requirements  to 
apply  for  a pardon.  It  was  hoped  that  by  having  something  to  offer  (i.e. 
money  and  information),  that  was  relevant  to  the  social  situation  of  the 
respondents,  cooperation  would  be  enhanced. 

The  Cooperative 

Techniques  used  in  achieving  the  interview  with  the  cooperative  groups 
were  relatively  straightforward.  Once  contacted,  the  subject  was  asked 
to  suggest  an  appointment  time  and  whether  s/he  was  willing  to  come 
to  the  Foundation  for  it.  If  the  subject  agreed  at  once,  the  payment  was 
not  mentioned  We  believed  subjects  who  had  a high  degree  of  interest 
in  taking  part  in  the  study  might  be  offended  at  this  point  by  the  offer  of 
money.  However,  if  the  respondent  hesitated  in  any  way  to  specify  a 
time  in  the  near  future,  or  was  reluctant  to  come  to  ARF,  the  money 
was  introduced  as  “a  payment  for  your  time  and  trouble.”  Initially,  two 
rates  were  operating:  $20  for  appointment  at  ARF,  $10  for  meeting 
elsewhere.  In  some  instances,  the  subject  then  was  willing  to  come 
down  the  next,  or  even  the  same,  day.  (The  case  study  below  illustrates 
this  type  of  response.)  The  interviewers  also  made  it  clear  that  while 
their  job  was  much  simpler  if  people  came  to  their  offices , they  were 
available  at  any  time  (i.e.  both  during  and  outside  normal  working 
hours)  convenient  to  the  respondent. 

CASE  A: 

A 21  - year  old  male  subject  was  contacted  by  mail  at  the  time  of  the 

final  follow-up.  He  phoned  in  response  to  the  letter.  At  first  he  said 
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“later  in  the  week.  ” Then,  after  verification  of  the  $20  payment,  he 
agreed  to  come  the  following  day.  He  phoned  a few  minutes  later  to  ask 
to  be  interviewed  immediately.  He  said  he  would  be  down  in  an  hour 
and  arrived  45  minutes  later. 

Subjects  were  given  specific  instructions  on  how  to  reach  ARF,  and 
were  also  told  they  would  be  met  at  the  entrance  by  the  interviewer,  to 
reduce  any  apprehension  over  coming  to  a strange  building.  All  persons  | 
who  came  to  the  Foundation  for  the  final  interview  were  offered  the  jj 
$20  payment,  whether  they  knew  about  it  in  advance  or  not.  It  was  jj 
decided  that  it  was  unethical  not  to  reward  all  subjects  for  their  coopera- 
tion. In  fact,  13  persons  came  to  the  interviewers’  offices  without  any 
expectation  of  payment.  When  the  offer  was  made  to  them  at  the  com- 
pletion of  the  interview,  all  were  surprised  and  some  loath  to  accept  it. 
However,  when  the  nature  of  the  payment  was  explained —that  ARF 
had  budgeted  it  for  everyone  in  the  study,  no  strings  attached— all  but 
one  accepted  it. 

The  Recalcitrant 

The  recalcitrant  group  took  longer  than  a month  to  locate  and/or  to  in- 
terview successfully.  Once  contacted  in  person,  these  subjects  were 


“It  was  not  until  the  actual  face-to-face 
meeting  with  him  that  it  became  clear  a 
coincidence  had  occurred:  this  was  not 
the  original  subject.” 


difficult  to  pin  down  to  an  interview  because  they  either  had  many  other 
demands  on  their  time  (e.g.  two  jobs,  family  responsibilities,  being  on 
holiday)  or  they  were  not  very  interested  in  taking  part,  for  a variety  of 
more  subjective  reasons. 

In  the  first  instance,  the  strategy  was  basically  to  play  a fairly  passive 
waiting  game.  Phone  calls  were  made,  but  not  so  frequently  as  to  be 
perceived  as  a nuisance  (calls  were  logged  so  progress  could  be 
monitored).  The  approach  was  to  keep  checking  “to  see  if  you  might 
have  any  spare  time  this  week.”  The  subject  was  also  urged  to  call  the 
researcher  on  short  notice  whenever  s/he  was  free.  The  researcher 
emphasized  a willingness  to  adapt  to  the  subject’s  schedule  by  offering 
to  meet  at  the  place  and  time  of  his  or  her  choice.  If  the  subject  was 
unresponsive  (many  were  unaccustomed  to  making  appointments)  the 
researcher  suggested  a time  and  place  which  might  fit  the  subject’s 
routine.  Many  of  this  group  were  eventually  interviewed  in  the  even- 
ings or  on  weekends,  at  or  near  their  own  homes. 

With  the  second  type  of  recalcitrant,  great  care  had  to  be  taken  to  pre- 
vent lack  of  motivation  from  being  translated  into  outright  refusal. 
Thus,  while  basically  the  same  strategy  of  “unpressuring  persistence” 
was  used  as  with  the  former  group,  an  effort  was  made  to  counter 
whatever  the  perceived  reason  was  for  the  reluctance  in  each  individual 
case.  More  emphasis  may  have  been  placed  on  the  confidentiality  of  the 
data,  the  importance  of  the  subject’s  views,  or  the  appreciativeness  of 
the  interviewer.  In  some  cases,  we  felt  the  money  offer  was  important 
in  maintaining  the  link;  in  others  it  created  suspicion  we  had  to  counter. 
(A  case  study  follows  which  provides  an  example  of  the  latter  reaction.) 
Given  the  highly  personalized  nature  of  the  interaction,  the  essence  of 
our  approach  with  most  of  this  group  was:  “Yes  it’s  a hassle  (bother, 
nuisance),  I know  you  don’t  like  being  reminded  of  court,  but  we  can 
get  this  done  in  an  hour,  whenever  and  wherever  you  say,  and  you’ll 
have  $20  for  it.” 

CASE  B: 

While  this  subject  made  three  appointments  within  the  first  month,  he 
did  not  keep  any  of  them.  In  three  subsequent  telephone  calls,  he  ex- 
pressed progressively  less  interest,  and  a fear  that  “ the  money  sounds 
suspicious.  ” He  finally  said  he  just  did  not  want  to  participate,  after  a 
somewhat  fuller  explanation  of  the  study.  He  refused  an  immediate 
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“The  shopkeeper  remembered  the 
respondent  and  gave  the  interviewer  the 
name  of  her  home  town.” 


telephone  interview,  but  he  agreed  to  the  research  worker  's  delivering  a 
letter  to  him  with  more  details.  When  the  letter  was  delivered  to  him  the 
research  worker  waited  outside  the  subject's  door  while  he  read  the  let- 
ter. The  research  worker  expressed  respect  for  the  subject's  caution 
and  explained  to  him  the  economic  rationale  for  the  payment;  that  is, 
the  entire  study  was  expensive  and  $20  to  improve  the  reliability  was  a 
reasonable  investment.  He  was  eventually  invited  into  the  respondent's 
living  room,  while  the  respondent  “considered"  the  interview.  After  the 
respondent  was  assured  that  he  could  refuse  to  answer  questions  if  he 
wished,  the  interview  proceeded.  Then  he  cooperated  in  answering  all 
questions  fully. 

After  a month  or  more  of  fruitless  calls,  we  sent  out  a letter  to  them, 
postscripted  as  a reminder,  then  phoned  again.  As  time  wore  on,  we 
took  a somewhat  more  aggressive  approach  with  the  most  recalcitrant. 
This  included  calling  them  from  a nearby  phone  to  say  we  were  in  the 
neighborhood  (“in  case  you  had  time  for  the  interview”),  telling  them 
that  the  time  for  the  study  was  running  out,  and  upping  the  ante  (in  one 
case). 

All  subjects  who  received  the  letter  which  mentioned  the  $20  figure, 
were  offered  this  amount,  regardless  of  where  they  were  interviewed. 


Nevertheless,  two  were  unwilling  to  accept  any  payment.  We  felt  that 
the  success  of  these  interviews  was  precarious  enough  without  entering 
into  bargaining  over  payment. 

The  recalcitrant  group  was  characterized  by  unkept  appointments. 
While  13  persons  missed  one  or  more  appointments,  eventually  all 
were  interviewed.  When  “no  shows”  occurred,  the  researcher  did  not 
express  annoyance  on  the  next  call,  lest  this  generate  a refusal.  Per- 
severance in  the  face  of  discouragement  had  good  results,  as  indicated. 

People  in  the  recalcitrant  group  took  proportionally  more  of  the  inter- 
viewer’s time  away  from  ARF.  In  some  cases,  this  was  due  to 
difficulties  in  making  the  first  contact.  While  half  the  interviews  done  at 
the  14  to  15-month  interval  were  conducted  at  a location  other  than  the 
office,  only  three  of  the  18  done  at  a later  time  occurred  at  ARF.  Some- 
times, the  process  of  making  contact  was  very  complex,  as  these  exam- 
ples show. 

CASE  C: 

A female  subject  in  her  early  twenties  had  provided  a home  address,  a 
work  number,  but  no  home  phone  number.  By  the  time  of  the  four  to 
six-month  follow-up,  she  had  left  that  job.  The  interim  letters  elicited 
no  response.  The  final  follow-up  letter  was  returned  marked  “No  For- 
warding Address.  ” One  weekday  evening  visit  to  the  old  address  found 
no  one  there.  A second  visit,  on  a Saturday  afternoon,  located  the 
landlord  who  was  able  to  provide  both  a more  recent  address  and  a 
place  of  work  for  the  subject.  An  immediate  trip  to  the  new  address 
revealed  that  she  had  moved  out  the  day  before,  whereabouts 
unknown.  However,  a call  to  her  workplace  on  Monday  reached  her. 
She  agreed  to  come  into  ARF  the  next  day,  and  showed  up. 

CASE  D: 

Regarding  a female  respondent,  19,  in  the  interim  follow-up,  the  “con- 
tact” person  could  only  say  that  the  respondent  had  left  the  province. 
Official  sources  produced  only  a former  Toronto  address  from  which 
all  letters  were  returned.  When  the  interviewer  visited  the  address,  a 
neighboring  shopkeeper  happened  to  notice  him  and  commented  that 
the  apartment  was  empty.  However,  the  shopkeeper  remembered  the 
respondent  and  gave  the  interviewer  the  name  of  her  home  town.  This 
was  a small  village  with  only  one  family  bearing  the  surname  of  the 
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respondent , and  so  the  telephone  number  was  obtainable.  After  several 
messages  were  left  with  the  respondent ’s  mother  and  sister,  and  a letter 
sent,  the  respondent,  who  had  been  out  of  touch  with  them  briefly, 
returned  to  the  village.  She  telephoned  the  interviewer  and  a phone  in- 
terview was  completed. 

These  case  studies  illustrate  both  the  complexity  of  some  tracing  efforts 
and  the  importance  of  taking  advantage  of  chance  encounters  that  pro- 
vide new  leads. 

The  Lost 

Some  subjects  could  not  be  reached,  either  because  they  had  not  pro- 
vided us  with  any  tracing  information  at  the  court  (seven  cases)  or  the 
number/address  they  had  given  us  was  no  longer  valid.  The  first  prob- 
lem was  to  find  them;  this  required  special  strategies. 

In  any  follow-up  it  is  to  be  expected  that  available  information  will  not 
prove  adequate  in  locating  some  subjects.  The  effective  use  of 
bureaucratic  sources  depends  on  two  things:  gaining  cooperation  in  ex- 
tracting addresses  from  their  files,  and  having  the  type  of  information 


“A  large  proportion  of  the  sample  was 
young  but  out-ot-school,  and  was 
therefore  expected  to  be  highly  mobile.” 
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on  the  sample  that  can  be  matched  with  the  official  record.  We  were 
fortunate  on  both  counts.  First,  the  provincial  agency  we  are  associated 
with  is  well-known,  and  some  precedent  existed  for  such  requests  to  be 
honored.  Secondly,  we  had  the  full  name  and  date  of  birth  of  the  sub- 
jects, as  well  as  last  known  address  in  most  cases. 

We  utilized  a number  of  official  channels  in  our  tracing  efforts.  The 
starting  point  was  to  obtain  the  court  information  sheet  which  usually 
supplied  an  address,  even  if  out  of  date.  Various  government  ministries 
and  departments  that  cooperated  in  our  search  included:  Driver’s 
License  Registration,  Corrections,  Welfare,  Unemployment  Insurance 
Commission,  Manpower,  and  Death  Registry.  The  Driver  Registry  was 
most  useful  in  terms  of  numbers  located  for  several  reasons,  beyond 
the  obvious  one  that  more  people  in  this  predominantly  young  male 
sample  were  likely  to  be  licensed  to  drive  an  automobile  than  recorded 
in  the  other  ways  listed.  Driver  license  address  information  is  com- 
puterized and  quickly  retrievable;  it  is  recorded  by  name  and  date  of 
birth;  most  important,  it  is  current.  The  other  agencies  are  not  as  likely 
to  have  the  most  recent  address,  unless  the  person  is  currently  under 
their  administration.  The  usefulness  of  the  UIC  was  limited  by  our  not 
having  subjects’  social  insurance  numbers.  (It  is  difficult  to  imagine  a 
satisfactory  method  of  obtaining  such  information,  however  helpful  it 
may  be.)  However,  a search  which  unearthed  only  one  subject  was  con- 
sidered worthwhile. 

If  a possibly  valid  address  was  discovered  using  this  tracing  procedure, 
efforts  were  made  to  get  the  phone  number.  If  none  was  listed,  a letter 
was  sent,  followed  by  a site  visit  if  required.  While  we  had  some  con- 
cern that  subjects,  when  approached  after  being  located  by  this  indirect 
method,  might  display  some  anxiety  or  resentment,  none  did  so.  In 
fact,  to  our  surprise,  only  one  even  casually  questioned  us  as  to  how  we 
had  found  him. 

Perhaps  an  ethical  note  is  in  order  here.  We  made  this  decision— to  at- 
tempt to  trace  persons  who  had  not  voluntarily  provided  us  with  this  in- 
formation-after careful  consideration.  We  felt  justified  at  this  point  in 
contacting  such  individuals  for  two  reasons.  First,  when  approached  a 
year  later,  they  could  refuse  to  take  part.  Secondly,  we  had  something 
tangible  to  offer  them,  i.e.  money  and  legal  information.  It  seemed 
reasonable  that  they  should  be  aware  of  these  incentives  before  making 
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participate  in  the  final  interview.” 


a final  decision.  It  is  significant  that  none  of  the  persons  who  was 
reached  by  official  tracing  strategies  refused  to  participate  jn  the  final 
interview. 

Thus,  locating  subjects  through  bureaucratic  channels  was  an  important 
contributor  to  the  high  follow-up  rate. 

The  Non-Respondents 

Ten  persons  were  not  interviewed  in  the  final  phase  of  the  study.  This 
figure  includes  three  subjects  who  were  reached  at  the  interim  follow- 
up. Those  we  were  unable  to  locate  tended  to  be  the  older  members 
(age  22  or  more)  who  were  living  on  their  own  or  with  a partner  at  the 
time  of  the  court  appearance.  This  was  the  group  who  fulfilled  to  some 
extent  our  expectation  that  a youthful,  non-school  sample  would  be 
mobile  and  difficult  to  trace.  Without  the  name  of  a parent  or  other  con- 
tact to  provide  leads,  and  with  no  official  listing,  they  tended  to  vanish. 

The  one  refusal  did  have  a particular  lesson  to  teach  us.  The  refusal 
came  from  a male  individual  who  had  cooperated  in  the  interim 
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telephone  follow-up.  When  the  first  contact  was  made  in  the  final 
phase,  he  responded  that  he  was  going  out  of  town  for  holidays  the  next 
day,  but  “Did  the  researcher  want  to  come  right  over  then?”  Since  that 
was  not  possible,  the  time  for  an  appointment  was  left  open-ended.  On 
all  subsequent  calls,  the  subject  was  evasive,  and  finally  stated  he  “just 
wasn’t  interested.”  The  lesson  would  seem  to  be  not  to  call  a subject, 
especially  for  the  first  time,  unless  immediate  availability  for  an  inter- 
view is  feasible.  This,  in  fact,  was  the  approach  adopted  in  “taking  to 
the  field”  to  search  for  a subject.  The  researcher  was  always  prepared  to 
conduct  the  interview  at  once  if  the  subject  agreed. 

Out-of-Towners 

Subjects  who  were  not  living  in  the  Metro  area  posed  special  problems. 
Our  first  step  was  to  ask  them  if  they  were  planning  to  come  to  Toronto 
in  the  near  future.  One  subject  was  met  and  interviewed  on  such  an  ex- 
cursion. In  four  cases  in  which  subjects  lived  in  the  province  but  some 
distance  from  Toronto,  the  interviewer  went  to  them  in  an  all-day  out- 
ing. Those  who  lived  out-of-province  were  interviewed  by  telephone, 
three  in  all.  Fortunately,  all  lived  far  enough  west  of  Toronto  to  be 
called  after  midnight  on  the  cheaper  rate.  Thus,  our  experience  was  that 
difficulties  in  reaching  subjects  located  outside  our  area  could  be 
resolved  by  having  adequate  resources  available. 

The  Unexpected 

An  interview  appointment  presents  a dynamic  situation  in  which  the 
unexpected  may  occur.  We  were  most  concerned  with  events  that  could 
disrupt  the  course  of  the  interaction.  Even  in  the  office  situation,  where 
the  researcher  exercised  more  control,  we  were  confronted  with  in- 
stances in  which  a subject  showed  up  with  several  friends,  or  was 
high  on  drugs.  The  interviews  scheduled  for  extra-office  settings 
were  more  likely  to  bring  surprises.  These  took  the  form  mainly  of  in- 
terruptions, as  when  friends  or  relatives  would  arrive  (if  at  home)  or 
recognize  the  subject  (if  in  public).  In  such  cases,  the  interviewer  at- 
tempted to  relocate  the  interview  in  a more  private  place,  or  re-focus 
the  respondent’s  attention  if  s/he  did  not  mind  others  staying  around. 
Of  course,  the  researchers  left  it  to  the  respondents  to  identify  them  in 
any  way  they  wished.  It  was  important  for  the  interviewers  to  be  able  to 
adapt  themselves  to  a variety  of  settings— communal  home,  pub,  of- 
fice, library,  park,  or  jail.  For  example,  one  interview  was  conducted 
with  a bartender,  in  his  place  of  work,  as  he  poured  drinks. 
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“The  lesson  would  seem  to  be  not  to  call 
a subject. . .unless  immediate  availability 
for  an  interview  is  feasible.” 


The  unforeseen  contingencies  of  interviews  in  the  field  required  flex- 
ibility in  the  time  demands  on  the  interviewing  personnel.  In  one  ex- 
cursion to  Northern  Ontario,  the  airplane  had  to  land  60  miles  from  the 
original  destination,  due  to  fog.  A telephone  call  to  the  respondent  at 
her  workplace  enabled  the  research  worker  to  arrange  an  altered  time 
and  place  for  the  interview,  and  reach  the  subject  by  means  of  an 
airline-financed  taxi  trip.  The  fog  had  lifted  by  the  time  scheduled  for 
the  return  flight. 

Necessary  Discretion 

We  had  resolved  from  the  outset  of  the  study  to  exercise  great  care  in 
revealing  the  origins  and  purpose  of  our  call  to  anyone  but  the  subject. 
The  importance  of  such  discretion  is  best  illustrated  by  a case  history. 

CASE  E: 

The  official  tracing ; check  revealed  the  whereabouts  of  a person  who 
matched  a subject  perfectly  on  name  and  birthdate.  When  called,  he 
agreed  to  meet  at  some  unspecified  date.  After  some  time  passed  with- 
out contact,  the  letter  was  sent.  On  the  next  call,  the  worker  was  con- 
fronted with  a somewhat  annoyed,  upset-sounding  mother ; who  said 
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that  her  son  had  shown  her  the  letter ; she  didn’t  understand  why  we 
wanted  to  speak  to  him,  he’d  never  been  in  any  trouble,  etc.  She  was 
told  it  was  a general  study  and  he  had  been  chosen  in  a survey  tech- 
nique. It  was  not  until  the  actual  face-to-face  meeting  with  him  that  it 
became  clear  a coincidence  had  occurred:  this  was  not  the  original  sub- 
ject. In  private,  the  details  of  the  study  and  the  reason  for  contacting 
him  were  provided,  and  accepted  with  good-humored  grace:  “I 
couldn’t  figure  out  how  you  knew  I use  it  (marijuana).  I mean,  I’ve 
never  been  caught.  ” If  the  parents  had  been  given  any  indication  that 
this  “subject”  had  a record,  it  could  not  only  have  created  distress  in 
the  family  but  could  have  had  legal  repercussions  for  us  as  well. 

One  of  the  difficulties  in  providing  an  overview  of  special  problems  and 
how  they  were  dealt  with  is  that  each  case,  to  some  extent,  represented 
a challenge  to  both  our  tact  and  our  detective  skills.  The  individualized 
approach  to  each  case  partly  accounts  for,  in  our  view,  the  high  rate  of 
final  interview  completion.  It  is  hoped  that  by  describing  our  general 
approach  and  some  specific  examples,  the  reader  will  gain  practical 
knowledge  of  follow-up  strategies  that  are  not  usually  provided  in  write- 
ups of  such  studies. 
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Open  End  is  designed  as  a forum  to  air  and  stimulate  comment,  opinion,  and 
reaction  to  articles  which  have  appeared  in  Addictions.  Letters  should  be  50  to 
200  words,  signed,  and  addressed  to  the  editor,  Addictions,  Addiction 
Research  Foundation  of  Ontario,  33  Russell  Street,  Toronto,  Ontario,  Canada 
M5S  2S1.  The  editor  reserves  the  right  to  edit  letters  before  publication. 


Thanks  for  your  most  interesting  article  "These  Guides  Are 
My  Gurus " (Spring  '77).  I found  Silverstein's  writing  clear  and 
precise  and  his  ideas  exciting.  I hope  you  continue  to  publish 
articles  of  such  high  caliber  on  therapy. 

Bev  Swerling 
Guidance  Counselor 
New  Toronto  Secondary  School 
Toronto , Ontario 

I was  very  impressed  with  "Addiction  Is  a Social  Disease" 
(Winter  '76)  and  am  interested  in  obtaining  a copy  of  the 
author's  book  Love  and  Addiction. 

Cheryl  Swain 
Resource  Co-ordinator 
Waterloo  Regional  Rape  Centre 
Waterloo , Ontario 


The  Winter  '76  issue  of  Addictions  contained  excellent  and 
thought  stimulating  articles. 

"Addiction  Is  a Social  Disease"  broadens  one's  thinking 
regarding  addiction.  "Man  Meets  Methadone"  provides  tome 
of  the  down-to-earth  realism  that  we  need  to  dispel  all  those 





nonsense  notions  with  which  our  heads  have  been  filled. 
"The  Real  High " dispels  many  of  the  myths  that  have  been 
used  to  promote  the  idea  that  non-alcoholic  drugs  are  some 
sort  of  devil  drugs. 

R.  L.  Foster 
Chartered  Accountant 
Burnaby , British  Columbia 


"Sobriety  and  a Dry  Red ' too " (Fall  '76)  assumes  some  dignity 
when  printed  in  your  magazine  and  circulated  by  ARF.  You 
may , in  small  print , disclaim  responsibility  for  the  opinions  ex- 
pressed in  your  publications  but  attitudes  such  as  Dick 
Brown's  show  utter  contempt  for  the  disease  of  alcoholism 
and  the  mental  obsession.  We  could  document  disasters  oc- 
casioned by  such  faulty  reasoning.  Alcoholics  who  recreate 
the  atmosphere , tastes , sounds , situations  of  previous  pleas- 
ant drinking  situations  are  asking  for  trouble  and  usually  get  it. 
After  15  years  and  4,000  residents  at  H of  H,  we  have , for 
many  years  had  a standing  joke  — "take  his  name  off  of  KP"  if 
anybody  talked  like  Dick  does. 

Enough  is  known  about  the  alcoholic  that  perhaps  we  could 
separate  what  is  actually  the  best  thinking  of  really 
knowledgeable  people  from  the  avant-gard  speculations  and 
pipe  dreams  of  the  fringe.  Please  don't  tell  me  about  freedom 
of  the  press.  This  has  as  much  to  do  with  freedom  of  the  press 
as  "Fire"  in  a theater  has  to  do  with  freedom  of  speech. 

Barbara  Fox 
Co-founder 

Houses  of  Hope  of  Nebraska , Inc. 

Lincoln , Nebraska 


"Tender  Loving  Profits"  (Spring  '77)  is  an  interesting  view- 
point on  pharmaceutical  advertising , but  suffers  by  perpetuat- 
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ing  the  us  vs  them  argument  about  who  is  responsible  for 
our  chemophilic  society.  It  is  somewhat  contradictory  to  con- 
demn outright  the  marketplace  morality  of  pharmaceutical 
companies  when  much  of  their  evaluative  philosophy  is  now 
being  applied  to  public  health  programs.  There  is  little  argu- 
ment over  the  existence  of  excessive  drug  advertising  and  too 
many  useless  and  redundant  medicinals.  The  question  is  what 
to  do  about  it  within  our  present  socio-economic  context. 
The  time  has  come  for  the  pharmacist  to  assume  the  profes- 
sional role  originally  intended:  to  work  with  the  physician 
and  the  consumer  in  a relationship  which  creates  order  and 
logic  in  the  prescribing  of  drugs. 

Information  regarding  the  active  ingredients  in  drug  prepara- 
tions should  be  made  understandable  and  available  to  the 
consumer.  Regulatory  Acts  which  permit  the  active  ingre- 
dients to  be  kept  secret  should  be  abolished as  is  being  done 
with  the  Proprietary  and  Patent  Medicine  Act. 

Finally , regulatory  policy  set  down  by  the  Canadian  Health 
Protection  Branch  should  be  more  vigorous  in  discouraging 
the  philosophy  of  more  of  the  same,  including  the  elimination 
of  unnecessary  drug  mixtures.  It  should ' instead,  orient  the 
drug  industry  towards  the  production  of  far  fewer  but 
safer  and  more  effective  medications. 

Alec  Gabe 
Information  Centre 
Addiction  Research  Foundation 
Toronto,  Ontario 


OPEN  END 
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by  Richard  Gilbert 


Gluttony,  greed,  and  gain  can  characterize  three  important  aspects  of  drug 
abuse.  Gluttony  evokes  the  essential  nature  of  abuse,  which  is  excessive 
consumption.  Greed  is  a figure  of  craving,  which  characterizes  drug 
dependence,  but  may  have  little  part  in  drug  abuse.  Likewise  gain,  which 
represents  the  pleasures  of  drug  use,  and  which,  too,  may  have  but  a small 
part  in  the  cause  of  abuse.  The  three  metaphors  are  used  here  in  a discussion 
of  the  use  and  abuse  of  North  America ’s  three  most  popular  drugs— caffeine, 
alcohol,  and  nicotine.  The  terms  may  be  analogical  rather  than  figurative: 
drug  abuse  may  have  much  in  common  with  overeating  and  with  other 
excessive  behavior.  Understanding  abnormal  excess  may  first  require  an 
understanding  of  the  normal  excess  that  threatens  our  species  and  almost 
every  facet  of  the  delicate  skin  of  this  planet. 

Gluttony 

One  of  the  lesser-known  lights  of  the  scientific  literature  is  an  article  by 
psychologist  Magnus  Opum  entitled  “Sex  Differences  in  Sin  Prefer- 
ences.” Published  in  Psychological  Reports  in  1967,  this  brief  note 


Dr  Gilbert  is  a scientist  in  the  psychological  laboratory  at  the  Addiction  Research 
Foundation.  This  article  is  based  on  a paper  given  at  the  85th  annual  convention  of  the 
American  Psychological  Association  in  August.  References  are  available  on  request. 
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records  the  relative  affinities  of  Scottish  sophomores  for  the  seven 
deadly  sins,  rated  on  a seven-point  scale  that  was  graduated  from  bad  to 
worse.  Gluttony  was  considered  the  least  culpable  of  the  sins, 
significantly  less  so  than  Avarice,  Envy,  and  Pride,  and  noticeably 
different  from  Wrath,  Lust,  and  Sloth— to  give  the  order  of  ranking 
from  worst  to  bad  of  the  remaining  transgressions. 

A different  time  and  a different  place  might  still  find  toleration  of 
gluttony,  for  occasional  excessive  behavior  seems  to  be  an  all  but 
universal  characteristic  of  our  species.  Bill  C.,  writing  in  Grapevine , the 
monthly  journal  of  Alcoholics  Anonymous,  outlined  what  he  termed 
the  “seven  deadly  character  defects”  from  the  point  of  view  of  an  ex- 
alcoholic. He  seemed  to  have  the  lowest  opinion  of  pride  and  the 
highest  of  lust  and  gluttony.  The  last  was  described  as  “overindulgence 
in  anything.”  Abstinence  was  proposed  as  the  remedy  for  the 
alcoholic’s  particular  form  of  gluttony  although  not  necessarily  for 
other  kinds. 

The  Human  Prospect 

Gluttony  is  not  merely  a contemporary  phenomenon.  Recorded  history 
is  replete  with  exemplification  of  excess.  Gluttony  has  been  a favorite 
point  of  comparison  between  peoples.  “The  Tartars  are  oftener  guilty 
of  beastly  gluttony,  when  they  feast  on  their  dead  horses,  than 
European  courtiers  with  all  their  refinements  of  cookery,”  wrote 
Scottish  philosopher  and  historian  David  Hume.  Un-til  recently, 
however,  the  gluttons  were  few  and  harmed  only  themselves.  Now 
material  affluence  and  modern  technology  allow  our  prodigal  ways  to 
devastate  the  globe.  Parsimony  appears  to  be  the  solution.  “In  place  of 
prodigalities  of  consumption  must  come  new  frugal  attitudes,”  warned 
Robert  Heilbronner  in  An  Inquiry  into  the  Human  Prospect. 

Faced  by  the  cosmic  consequences  of  excess,  it  seems  picayune  to 
puzzle  over  immoderation  in  the  use  of  drugs.  Two  reasons  may  compel 
our  attention.  The  first  is  based  on  an  assumption  that  taxpayers  want 
us  to  worry  about  drug  abuse,  for  it  is  believed  that  the  abuse  of  drugs  is 
a scourge.  The  second  reason  invokes  the  value  of  scientific  inquiry, 
which  sometimes  generalizes  gainfully  from  the  trivial  to  the  tremen- 
dous, and  the  belief,  with  Alexender  Pope,  that  “The  proper  study  of 
mankind  is  man”  (or,  in  current  and  nonsexist  parlance,  “Male  and 
female  researchers  engage  most  appropriately  in  investigations  of  the 
human  species”).  By  studying  drug  abuse,  it  is  argued,  we  may  indeed 
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gain  insight  into  the  human  condition  and  the  human  prospect.  It  can  be 
argued  too,  however,  that  taxpayers  do  not  want  us  to  spend  their 
money  in  this  way,  and  that  understanding  of  drug  abuse  will  only 
follow  insight  into  the  human  condition  and  the  human  prospect.  Such 
are  the  uncertainties  of  the  scientist’s  existence. 

Caffeine  Abuse 

Why  is  drug  abuse  so  strongly  deprecated  while  gluttony  arouses  little 
more  than  guilt  and  discomfort?  Caffeine  abuse  is  illustrative.  The 
coffee-soak  is  not  perceived  as  an  addict,  but  merely  as  a glutton,  even 
though  caffeine  is  a fully  certified  member  of  anybody’s  phar- 
macopoeia—mind-altering,  moreover,  with  a well-documented  ability 
to  cause  physical  dependence.  Abuse  of  caffeine  might  be  as  harmful  as 
alcohol  abuse,  but  it  is  regarded  as  lightly  as  food  abuse,  which  can  be 
equally  harmful.  People  know  that  coffee  and  tea  contain  caffeine,  but 
merely  joke  about  caffeine’s  contribution  to  excess,  preferring  to 
implicate  taste,  thirst,  circumstance,  and  other  familiar  causes.  Caffeine 
abuse  is  seen  as  no  more  than  gluttonous,  because  it  is  perceived  as 
indulgence  rather  than  as  slavery. 

People  are  probably  right:  caffeine  may  contribute  little  to  its  own 
abuse.  The  causes  of  excessive  use  of  caffeine  may  lie  in  other 
ingredients  of  coffee,  tea,  and  cola  beverages,  ingredients  such  as  sugar 
and  other  savory  substances  that  may  not  have  a pharmacological 
effect.  Alternatively  or  additionally,  frequent  resort  to  the  coffee  urn 
may  be  a response  to  an  environment  that  engenders  excessive 
behavior,  in  which  drinking  coffee  is  merely  the  easiest  thing  to  do  to 
excess.  Caffeine  abuse  probably  has  a multiplicity  of  causes,  with 
physical  or  psychological  dependence  upon  caffeine  being  insignificant. 
Caffeine  abusers  may,  nonetheless,  be  physically  dependent  on 
caffeine,  in  the  sense  that  deliberate  or  fortuitous  termination  of 
caffeine  precipitates  a withdrawal  syndrome,  characterized  chiefly  by  a 
sharp  headache  and  a feeling  of  irritable  tiredness.  Such  is  the  ubiquity 
of  caffeine,  withdrawal  for  more  than  a brief  period  may  be  a rare  event 
in  North  America. 

Alcohol  Dependence  and  Abuse 

Alcohol  may,  likewise,  contribute  little  to  alcohol  abuse.  It  is  generally 
believed,  however,  that  alcohol  is  an  important  cause  of  alcoholism, 
and,  accordingly,  that  alcoholism  is  slavery  rather  than  gluttony.  But  it 
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j has  been  shown  that  neither  alcoholics  nor  social  drinkers  can  tell  when 
[I  they  are  drinking  alcohol;  that  both  drink  much  more  of  a fluid  when 
| they  believe  it  to  contain  alcohol,  whether  or  not  it  does;  and  that 
alcoholics  are  distinguished  only  by  their  excessive  consumption  of 
whatever  fluid  is  provided.  In  spite  of  this  compelling  evidence  of 
j alcoholism  as  a form  of  gluttony,  the  notion  that  alcohol  dependence  is 
: | an  important  ingredient  of  excessive  alcohol  use  remains  persistent.  As 
in  the  case  of  caffeine,  alcohol  dependence  may  be  an  incidental  feature 
of  alcohol  abuse,  evident  only  in  rare  circumstances  of  deprivation,  and 
contributing  little  to  the  gluttonous  behavior. 

•j 

I It  is  probably  another  incidental  feature  of  alcohol  abuse  —intoxica- 
tion—that  perpetuates  the  notion  that  alcoholism  is  a form  of  slavery. 
Drunkenness,  certainly,  has  all  the  appearance  of  bondage  to  an 
j overwhelming  force.  (Some  have  argued  that  drunken  comportment  is 
gain,  that  it  can  be  a cause  rather  than  a consequence  of  drinking,  a 
topic  that  will  be  returned  to.)  Caffeine  intoxication,  by  comparison,  is 
as  inconspicuous  as  an  overload  of  food,  providing  little  evidence  that 
j participants  are  being  subjugated. 

I 

Advantages  of  Gluttony 

Recognizing  alcohol  abuse  as  gluttony  rather  than  slavery  has  many 
advantages.  In  viewing  alcoholism  as  just  one  kind  of  excessive 
behavior,  it  becomes  possible  to  ask  of  alcoholics  why  alcohol  is  their 
particular  style  of  excess,  rather  than  why  they  take  an  excess  of 
alcohol.  Alcohol  abuse  is  seen  not  as  behavior  specific  to  the  drug  but 
rather  as  behavior  that  may  have  many  causes— both  of  the  origin  and 
of  its  continuation— causes  that  dispose  excessive  behavior  but  have  no 
particular  brief  for  alcohol.  Of  course,  it  will  always  be  of  interest  to 
;i  know  how  alcohol  abuse  has  come  to  be  the  particular  style  of  excess, 
but  to  ask  only  about  the  alcohol,  and  to  disregard  the  excess,  may  be  to 
j;  disregard  what  is  important  in  the  condition. 

I To  treat  the  alcohol  use,  and  not  the  excess,  may  produce  no  more  than 
what  is  often  called  symptom  substitution,  as  evidenced  by  a member 
of  the  Thunder  Bay,  Ontario  branch  of  Alcoholics  Anonymous  who,  in 
the  course  of  complaining  of  extraordinary  coffee  prices,  claimed  to 
consume  more  than  five  pounds  each  week,  equivalent  to  a daily  intake 
of  more  than  3,000  mg  caffeine,  or  five  times  what  I have  estimated  to 
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be  the  consumption  level  at  which  damage  to  health  may  appear.  At  the 
1976  world  convention  of  Alcoholics  Anonymous  at  Denver,  Colorado, 
the  coffee  was  brewed  in  a huge,  1,000-gallon  boiler.  A Canadian 
official  reported  that  “They  brought  in  a pipefitter  and  ran  pipes  along 
the  full  length  of  the  convention  hall  with  about  100  spigots  attached. 
Those  spigots  were  going  all  the  time.” 

Another  example  of  substitution  of  one  substance  for  another  may  be 
the  case  of  Mr  Warlher,  the  heaviest  man  in  the  world,  noted  by  French 
scientist  Jacques  Le  Magnen.  Mr  Warlher  weighs  534  kg  (1175  lb).  He 
is  unable  to  raise  himself  from  his  trailer  bed,  where  he  remains 
marooned,  on  display  in  fairground  sideshows  through  suitably 
widened  windows.  His  troubles,  according  to  Le  Magnen,  stem  from 
the  Korean  war,  which  left  him  with  a number  of  affective  and 
psychological  problems  for  which  he  used  to  drug  himself  in  an 
unspecified  manner.  He  then  abandoned  drugs  for  food,  with  its 
impressive  consequence. 


Alcoholism  as  Sin,  Sickness,  and  Excess 

Bill  C.,  quoted  earlier,  said  of  alcoholism  as  gluttony  that  “it  indicates  a 
lack  of  self-discipline,  something  most  alcoholics  forget  in  their  tipsy 
days.”  Here  he  runs  counter  to  the  prescribed  A A view  that  alcohol 
abuse  is  a disease,  caused  by  an  entity  to  which  there  are  large 
individual  differences  in  suspectibility.  He  appears  to  be  harking  back  to 
an  earlier,  disavowed  attitude  that  an  alcoholic  is  simply  a self- 
indulgent,  immoral  person.  In  his  linking  of  alcoholism  with  loss  of 
self-control  and  with  other  kinds  of  excessive  behavior,  Bill  C.  is  also  in 
the  mainstream  of  modern  behavioral  analysis,  which,  in  turn, 
repudiates  the  disease  concept. 

AA  itself,  for  all  its  devotion  to  medical  orthodoxy,  does  much  that 
wins  the  respect  of  behavior  therapists.  Treating  drug  abuse  as  yet 
another  kind  of  gluttony  focuses  attention  on  what  may  be  the 
essential,  behavioral  nature  of  the  condition,  and  neatly  bridges  the 
medical  millstone,  thereby  allowing  AA  to  invoke  simultaneously  both 
sin  and  science  in  its  search  for  the  source  of  excess. 

Treating  alcoholism  as  loss  of  self-discipline  is  consistent  with  a 
fashionable  approach  to  behavior  therapy,  based  on  both  cognition  and 


8 


performance,  that  is  exemplified  by  this  description  by  psychologist 
Albert  Bandura: 

Self-motivation  involves  standards  against  which  to  evaluate  perfor- 
mance. By  making  self-rewarding  reactions  conditional  upon  attaining 
a certain  level  of  behavior,  individuals  create  self- inducements  to 
persist  in  their  efforts  until  their  performances  match  self-prescribed 
standards.  Perceived  negative  discrepancies  between  performance  and 
standards  create  dissatisfactions  that  motivate  corrective  changes  in 
behavior.  Both  the  anticipated  satisfactions  of  desired  accomplish- 
ments and  the  negative  appraisals  of  insufficient  performance  thus 
provide  incentives  for  action.  Having  accomplished  a given  level  oj 
performance,  individuals  are  no  longer  satisfied  with  it  and  make 
further  self-reward  contingent  upon  higher  attainments. 


Perhaps  we  have  turned  full  circle.  Perhaps  modern  behaviorism  is 
telling  us  that  successful  behavior  change  depends  upon  inculcation  of 
devotion  to  self-discipline  and,  possibly,  a sense  of  sin. 

Greed— Evidence  and  Formulation 

What  of  greed— or  craving  as  it  appears  in  the  drug  abuse  demonology? 
Where  gluttony  reigns,  can  greed  be  far  behind?  Specific  craving  for  a 
drug  is  often  presented  as  the  hallmark  of  drug  dependence,  and  the 
cause  of  abuse.  The  evidence  of  craving  is  undeniable.  It  is  a frequently 
reported  experience,  particularly  among  cigarette  smokers,  whose 
cravings  seem  especially  acute.  Whether  it  is  an  invariable  cause  of 
abuse  may  be  questionable. 

Conventional  behavioral  analysis  distinguishes  two  manifestations  of 
craving  for  drugs:  during  physical  dependence,  when  it  is  a part  of 
withdrawal  symptomatology,  and  after  dependence,  when  it  is  a legacy 
of  former  associations  between  enviromental  stimuli  and  withdrawal. 
Both,  it  is  claimed,  contribute  to  the  use  of  drugs,  producing  loss  of 
control  in  the  first  case  and  relapse  to  drug  use  in  the  second.  Craving, 
according  to  this  formulation,  can  result  only  from  use  of  drugs  that 
cause  physical  dependence,  such  as  alcohol,  barbiturates,  and  opiates.  It 
does  not  explain  how  the  drugs  come  to  be  used  with  sufficient 
frequency  to  cause  dependence  in  the  first  place.  Also,  it  does  not  take 
into  account  cravings  for  stimulant  drugs  such  as  amphetamines, 
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cocaine,  and  nicotine,  for  which  there  may  be  craving,  and  yet  for 
which  the  evidence  of  physical  dependence  is  debatable. 


Craving  as  Compensation 

Shepard  Siegel  of  McMaster  University  has  a better  idea.  He  views 
craving  as  a correlate  of  a conditioned  compensatory  response.  Siegel’s 
argument  is  that  a drug  can  elicit  opposite  reactions  that  can  be 
conditioned  to  stimuli  that  anticipate  drug  administration.  Thus 
morphine,  which  produces  analgesia,  imparts  to  stimuli  that  reliably 
precede  morphine  administration  the  property  of  eliciting  hyperalgesia. 
Repeated  administration  of  morphine  in  the  same  environment 
produces  tolerance  to  the  analgesia,  which  is  the  result  of  cancellation 
by  the  conditioned  hyperalgesia.  The  argument  is  buttressed  by  a series 
of  elegant  experiments  illustrating  that  tolerance  to  drug  effects  can  be 
specific  to  the  environment  in  which  tolerance  emerges.  If,  Siegel 
believes,  the  drug-administration  environment  is  presented,  but  no 
drug,  “the  organism  should  display  a syndrome  consisting  of  drug- 
compensatory  responses  which  achieve  full  expression  because  they  are 

unmodulated  by  the  drug These  drug-preparatory  responses  elicited 

by  stimuli  which,  in  the  past,  have  predicted  the  drug,  are  presumably 
uncomfortable,  and  may  be  an  important  aspect  of  craving.” 


Craving,  therefore,  need  not  depend  upon  physical  dependence  for  its 
expression.  It  is  the  product  of  a conditioning  process  involving  drug 
administration,  rather  than  processes  involving  drug  withdrawal,  such 
as  are  proposed  in  the  conventional  formulation.  Siegel’s  explanation  of 
craving  accounts  for  craving  in  the  absence  of  dependence,  and  the 
often  reported  observation  that  craving  is  stimulated  more  by  the 
presence  of  drugs  than  by  their  absence. 

Craving  for  Food  and  Tobacco 

Craving  for  food  may  be  the  product  of  a similar  mechanism.  It  is  often 
provoked  by  the  sight  of  food,  and  may  be  a correlate  of  a response 
compensating  for  food  ingestion  that  has  been  conditioned  to  stimuli 
that  usually  precede  ingestion.  Indeed,  Siegel  began  his  work  on 
compensatory  responses  in  an  area  related  to  food  ingestion:  he 
investigated  the  conditioned  hyperglycemia  that  he  found  to  be 
consequent  upon  predictable  insulin  administration.  This  work  suggests 
that  the  anticipated  occurrence  of  any  strong  stimulus  might  give  rise  to 
a conditioned  compensatory  response  that  can  form  the  basis  of  craving 
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for  the  stimulus.  Craving  for  drugs  may  be  just  a particular  case  of  a 
general  phenomenon. 

Siegel’s  formulation  of  craving  for  drugs  is  especially  helpful  in 
attempting  to  understand  why  craving  for  nicotine  is  so  powerful.  I 
Nicotine  provides  a paradox  for  the  usual  formulation  of  craving  as  a j 
correlate  of  physical  dependence.  It  is  metabolized  very  quickly  and  j 
thus,  ordinarily,  may  not  be  continuously  present  in  the  bodies  of  [ 
tobacco  users.  Thus,  according  to  conventional  characterizations,  j 
physical  dependence  and  withdrawal  signs  are  unlikely.  Craving,  , 
however,  as  noted  earlier,  is  frequently  reported  by  tobacco  users  and  ! 
quitters  as  having  peculiar  intensity.  Such  experience  is  entirely  | 
consistent  with  Siegel’s  account  of  craving,  which  relies  only  on  a | 
history  of  drug  administration  in  predictive  circumstances. 

The  peculiar  intensity  of  craving  for  nicotine  might  be  related  to  the 
sharpness  of  definition  of  the  pharmacological  stimulus.  British  j 
psychiatrist  Michael  Russell  has  suggested  that  inhaled  tobacco  smoke  j 
produces  a high-concentration  bolus  of  nicotine  in  the  bloodstream, 
providing  rapid  local  changes  in  brain  nicotine  a few  seconds  after 
inhalation.  Such  a well-defined  stimulus  may  be  especially  conducive  to 
conditioning  a powerful  compensatory  response  and  a concomitant 
craving.  Accordingly,  the  sight  or  feel  of  a cigarette,  of  other  people 
smoking,  of  coffee,  beer,  or  other  tastes  that  reliably  precede  smoking, 
or  any  other  such  stimulus  can,  if  a cigarette  is  not  lit  straight  away,  j 
evoke  craving. 

The  craving,  of  course,  is  relieved  by  smoking,  and  thus  the  possibility 
of  a vicious  cycle  is  evident.  Smoking  strengthens  the  ability  of  the 
environmental  (or  interoceptive)  stimulus  to  evoke  craving,  the  relief 
of  which,  in  turn,  makes  smoking  more  rewarding  and  more  likely  to 
occur  in  the  presence  of  environmental  stimuli  that  are  strengthened  by  S 
smoking. 

Craving  and  Abuse 

This  kind  of  analysis  of  drug  abuse  in  terms  of  craving  as  a form  of  self- 
sustaining  greed  seems  to  be  especially  appropriate  to  excessive  tobacco 
use.  The  links  in  the  chain  are  less  easy  to  specify  when  ^alcohol  or 
caffeine  are  involved,  largely  because  of  the  relative  slowness  with 
which  drugs  are  distributed  after  oral  ingestion.  There  are  even 


problems  with  an  interpretation  of  nicotine  abuse  in  terms  of  craving, 
posed  largely  by  the  considerable  evidence  that  nicotine  may  not  be  as 
important  a contributor  to  tobacco  use  as  might  appear,  but  also  by  the 
lack  of  evidence  that  craving  causes  more  smoking  than  might  occur  if 
craving  were  not  experienced. 

Craving,  then,  has  the  potential  for  causing  drug  abuse,  as  greed  may  be 
a cause  of  gluttony,  but  to  confuse  the  two,  or  to  infer  one  from  the 
other,  is  potentially  to  obscure  the  origin  of  excess.  In  many  cases 
craving  may  be  no  more  than  an  adjunct  of  excess,  a by-product  of  the 
predictable  administration  of  any  strong  stimulus. 

Drugs  as  Providers  of  Gain 

Drugs  can  be  powerful  reinforcers,  to  use  the  operant  conditioning 
terminology,  and  may  thus  provide  considerable  gain  to  their  users. 
The  data  are  clear  with  respect  to  sedatives  and  opiates,  less  than  clear 
in  the  case  of  certain  stimulants,  minor  tranquillizers,  and  halluci- 
nogens. Animals  have  been  found  to  self-administer  alcohol  and 
nicotine,  the  second  and  third  most  popular  drugs  in  North  America, 
but  the  evidence  regarding  self-administration  of  caffeine  and  A9  - 
THC  (a  cannabis  ingredient),  respectively  the  most  popular  and, 
possibly,  the  fourth  most  popular  psychotropic  drugs,  is  slight. 

The  uncertainty  of  the  scientific  evidence  regarding  the  reinforcing 
properties  of  certain  widely  used  drugs  is  only  one  of  the  problems 
involved  in  invoking  the  use  of  drugs  for  gain  or  pleasure  as  a factor  in 
drug  abuse.  Another  is  that  many  drugs  known  to  be  reinforcers  of 
animal  behavior  are  also  punishers  in  different  circumstances,  at  least 
when  first  encountered.  Alcohol  and  nicotine  may  very  well  be 
punishing  in  the  typical  initial  human  experience  of  these  drugs. 

Sweetness  and  Joy 

A third  problem  with  the  gain  paradigm  is  that  it  is  difficult  to  get  rats  or 
monkeys  to  drink  alcohol  excessively  unless  the  animals  are  hungry  and 
the  alcohol  is  sweetened,  or  unless  the  environment  is  arranged  in  such 
a way  as  to  encourage  excessive  behavior.  The  pleasures  of  alcohol 
alone,  such  as  they  are,  do  not  appear  to  be  sufficient  to  cause  excess. 
Not  a little  of  the  pleasure  humans  gain  from  alcohol  must  come  from 
the  taste  of  congeners  and  additives,  as  advertisers  would  have  us 
believe.  Wittingly  or  not,  advertisers  of  alcoholic  beverages  may  do  well 
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to  emphasize  the  “smooth,  mellow  taste”  and  other  such  attributes  of 
their  products  rather  than  the  alcohol  content  and  the  “belt  per  buck.” 
A message  of  the  kind  “Drink  Slivovitz  and  get  sloshed  for  less  cost” 
might  be  inept  as  well  as  indecent. 

The  role  of  sweetness  in  producing  excessive  alcohol  use  is  of  interest 
from  two  points  of  view.  The  first  is  that  alcohol  as  consumed  by 
humans  is  very  often  sweetened.  For  example,  the  sucrose  content  of 
Canadian  wines  on  sale  in  Toronto  in  1973  averaged  7.7%,  which  is 
more  than  the  approximately  5%  achieved  by  adding  a 7. 5 -gram 
teaspoonful  of  sugar  to  a 150-ml  cup  of  coffee.  Most  mixers  contain 
10%  sucrose,  which  means— given  the  usual  proportions  of  one  part 
liquor  to  four  parts  mixer— that  most  so-called  long  drinks  contain 
about  8%  sucrose.  The  other  point  of  interest  concerns  the  role  of 
sweetness  in  obesity.  Rats  do  not  normally  eat  lab  chow  to  excess  even 
when  it  is  freely  available.  But  if  cookies  or  a 32%  sucrose  solution  are 
also  available,  weight  gains  are  elevated  substantially,  at  least  in  adult 
rats.  Thus  both  alcohol  and  food  may  be  piggy-backed  to  excess  via 
association  with  sweetness,  an  essentially  irrelevant  gain. 

Another  difficulty  with  the  gain  paradigm  is  that  many  excessive  users 
of  drugs  do  not  report  gaining  much  joy  from  their  excess.  This  has 
been  noted  in  both  opiate  users  and  certain  alcoholics. 


Anxiety  and  Arousal 

Drugs  might  provide  indirect  gain,  such  as  license  to  behave  drunkenly, 
which  was  mentioned  earlier,  and  heightened  sexual  capacity  and 
release  from  anxiety,  which  have  long  been  attributed.  “Wine  gives 
courage,  stimulates  desire,  and  eliminates  anxiety,  for  all  problems  are 
soluble  in  neat  alcohol,”  wrote  the  Roman  poet,  Ovid,  in  his  treatise  on 
the  Technique  of  Love,  nearly  2,000  years  ago.  “Under  its  influence,” 
he  continued,  “everyone  smiles,  poor  men  feel  on  top  of  the  world, 
and  worry,  depression,  and  corrugated  brows  simply  disappear.”  To 
some  extent,  these  time-honored  attributes  have  fallen  to  the  scythes 
and  scalpels  of  modern  science.  Alcohol,  for  example,  has  been  found 
to  increase  rather  than  decrease  the  experience  of  anxiety,  even  though 
there  may  be  pharmacological  sedation.  Sexual  arousal  may  be  a 
property  of  expectation  of  alcohol  rather  than  of  alcohol  itself:  penile 
tumescence  in  response  to  provocative  scenes  has  been  found  to 


15 


increase  with  the  belief  that  alcohol  had  been  consumed,  but  not  with 
consumption  of  alcohol.  (Both  paradoxical  effects  of  alcohol  admin- 
istration, anxiety  and  arousal,  could  have  been  instances  of  conditioned 
compensation,  thus  analogous  to  and  perhaps  even  part  of  craving.  For 
this  to  be  the  explanation  of  the  paradoxes,  it  would  have  to  be  assumed 
that  the  experience  of  the  compensatory  response  can  be  stronger  than 
the  experience  of  the  unconditioned  response  to  the  drug.) 

Thus,  whatever  alcohol’s  intrinsic  properties  as  a reinforcer  or  as  a 
route  to  reinforcement,  there  are  difficulties  in  relying  on  these  as 
provenance  of  excess.  Nevertheless,  it  cannot  be  denied  that  many 
people  profess  great  pleasure  from  the  use  of  alcoholic  beverages. 
Whether  the  gain,  direct  or  indirect,  contributes  to  excess  is  hard  to 
establish.  In  many  cases  the  pleasure  of  drug  use  may  be  as  incidental  to 
abuse  as  physical  dependence  may  be  in  the  case  of  caffeine. 


Goals 

Thus  gain,  like  greed,  may  be  a poor  paradigm  of  abuse.  We  are  left 
with  abuse  itself— gluttony— as  our  focus,  and  no  clear  sense  of  the 
origins  of  excess. 

The  gluttonies  of  food  and  drug  abuse  have  yet  another  common 
feature:  both  are  resistant  to  treatment.  Short-term  attenuation  of 
consumption  can  be  realized,  particularly  by  behavioral  management, 
but  the  long-term  prognosis  is  generally  bleak.  Meanwhile  billions  of 
dollars  are  spent  in  salving  the  side-effects  of  excess.  Each  gluttony 
evokes  appeals  that  it  has  no  unitary  cause,  that  the  search  for  such  may 
be  a barrier  to  understanding,  and  that  a multifaceted,  multidisciplin- 
ary, personalized  approach  to  treatment  is  required.  Lip  service  is  paid 
to  prevention,  but  only  because  of  the  hopelessness  of  contemplating 
therapy  for  North  America’s  30  million  heavy  drinkers,  40  million 
obese,  and  50  million  heavy  smokers. 

Rational  prevention  depends  on  an  understanding  of  excess,  which  may 
be  as  difficult  to  contemplate  in  a society  committed  to  consumption  as 
it  is  for  a fish  to  wonder  about  water.  Selective,  ad  hoc  prevention  can 
be  practised.  Drug  prices  can  be  raised,  but  at  the  risk  of  diverting 
excessive  behavior.  Food  can  be  restricted,  but  at  the  risk  of  starving 
the  poor. 
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However,  as  psychologists  we  need  not  sit  helpless  while  we  wait  for 
society  to  wind  down  to  levels  of  consumption  that  do  not  threaten  the 
human  species  and  all  other  living  things.  We  can  focus  on  excessive 
behavior  as  an  individual  and  as  a societal  problem.  We  can  establish 
causes  of  normal  excess,  and  thereby  contribute  to  an  understanding  of 
how  it  has  happened  that  overall  consumption  may  have  exceeded 
adaptive  limits.  We  can  establish  causes  of  abnormal  excess,  and 
thereby  understand  how  some  individuals  rather  that  others  find 
themselves  in  the  long  tail  of  each  log-normal  consumption  distribu- 
tion. 

When  we  understand  normal  excess  we  may  then  be  in  a position  to 
understand  particular,  abnormal  excesses  such  as  extreme  abuse  of 
food  and  drugs.  In  the  meantime,  for  all  that  we  know,  it  might  be 
worthwhile  to  consider  jettisoning  much  research  into  the  causes  of 
drug  abuse  and  most  therapy  for  excessive  drug  use  and,  instead, 
preach  saintliness  and  self-discipline  in  our  schools. 


Addictions  welcomes  editorial  contributions —manuscripts, 
speeches,  or  papers— from  its  readers.  They  should  be  sent  to: 
The  Editor,  Addictions,  Addiction  Research  Foundation,  33 
Russell  Street,  Toronto,  Canada , M5S  2S1. 
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ILLUSTRATIONS  BY  VIRGINIA  DEWART 


by  Lavada  Pinder  and  Bernard  Boyle 


The  workplace  is  an  environment  possessing  unusual  potential  for  iden- 
tifying and  motivating  people  with  alcohol  problems  to  seek  treatment. 
It  has  been  said  that  such  intervention  represents  one  of  the  few  legiti- 
mate avenues  for  constructively  entering  the  alcoholic’s  life  unencum- 


Ms  Pinder  is  director  of  and  Mr  Boyle  a consultant  with  the  Ottawa-Carleton  Centre  of 
the  Addiction  Research  Foundation.  The  authors  wish  to  thank  Wayne  Corneil,  a 
consultant  with  the  Non-Medical  Use  of  Drugs  Directorate,  for  his  assistance  in 
preparing  this  article.  References  are  available  on  request. 
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bered  by  the  emotionality  which  charges  the  efforts  of  friends  and 
family.  Unlike  behavior  in  other  life  areas,  the  employee  can  be  held 
responsible  for  behavior  which  conflicts  with  meeting  role  expecta- 
tions. 

Work  is  valued  in  our  society  and  to  have  a job  contributes  substantially 
to  one’s  being  considered  a full-fledged  member.  The  link  between 
employment  and  alcoholism  treatment  is  rooted  in  this  value  system 
and  the  well-documented  evidence  that  an  alcoholic’s  willingness  to 
change  can  be  a result  of  pressure  applied  by  those  who  are  part  of  a sig- 
nificant area  of  the  alcoholic’s  life.  Said  Milan  Korcok  in  a 
1975  Addictions’  article:  “The  threat  to  a man’s  job  is  a powerful 
stimulus.  He  will  tolerate  abuses  to  his  family,  his  friends,  and  his  fi- 
nances, but  when  his  job  is  threatened  he  will  dig  in  his  heels.  That  ‘dig- 
ging in’  is  just  what  proponents  of  occupational  programs  are  counting 
on.  Because  they  know  that,  if  the  employee  is  going  to  face  up  to  his 
problem  realistically,  there  is  no  better  place  than  in  a job  he  can’t 
afford  to  lose— either  because  of  loss  of  income,  or  loss  of  dignity.” 

The  potential  for  change  made  possible  by  programs  based  on  these 
concepts  surely  makes  the  workplace  one  of  the  most  optimistic  points 
from  which  to  tackle  the  difficult  problem  of  alcoholism.  However, 
concern  replaces  optimism  when  it  is  recognized  that  the  above  quote 
and  hundreds  like  it  refer  to  his  problem,  his  family,  his  'friends,  and 
his  finances. 

Time  for  Questions 

It  would  add  authority  to  be  able  to  support  with  hard  data  the  concerns 
this  article  will  address.  There  is  little  research  which  studies  the  nature 
and  extent  of  alcoholism  in  the  workplace.  Research  dealing  with  the 
number  of  employees  identified,  referred  for  help,  and  the  consequent 
treatment  outcomes  is  rare.  Research  dealing  with  any  of  these  factors 
as  they  relate  to  women  is  virtually  non-existent.  Ultimately  these 
studies  will  be  done.  But  in  the  meantime  those  responsible  for 
employee  assistance  programs  must  look  closely  at  available  data  and 
current  practice  and  begin  asking  questions. 

For  example,  examination  of  records  kept  by  industries  and  clinics 
reveal  statistics  which  look  like  this:  An  industry  in  Eastern  Ontario 
which  employs  734  men  and  222  women,  most  of  whom  are  blue  collar 
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workers,  made  15  mandatory  referrals  for  alcohol  treatment  between 
1973  and  1976.  One  of  these  referrals  was  a woman. 


Another  industry  which  is  primarily  a white  collar  service  organization 
employs  over  95,000  people,  37%  of  whom  are  women.  In  1976  there 
were  80  mandatory  referrals  for  alcohol  treatment.  Four  of  these  refer- 
rals were  women. 

A Toronto  treatment  agency  specializing  in  occupational  referrals  re- 
ports that  it  serves  20  men  for  every  woman. 

The  seriousness  of  what  these  simple  figures  represent  can  best  be  seen 
in  the  light  of  current  estimates  of  alcoholism  among  women. 

In  1974,  according  to  Statistics  Canada,  there  were  1,870  alcohol- 
related  deaths,  28.4%  of  which  were  women. 

The  World  General  Service  Committee  of  Alcoholics  Anonymous  in 
their  1974  survey  reported  that  one-third  of  new  entries  were  women. 
Early  estimates  of  their  1976  survey  indicate  that  closer  to  one-half  of 
newcomers  are  female.  Clinics  such  as  the  Donwood  Institute  in  Toron- 
to and  the  outpatient  unit  at  the  Ottawa-Carleton  Centre  of  the  Addic- 
tion Research  Foundation  of  Ontario  report  a 3:1  ratio'  of  men  to 
women. 

Faithful  Reflections 

Another  perspective  can  be  gained  merely  by  counting  the  number  of 
men  and  women  working  in  occupational  health  programs  concerned 
with  alcoholism.  During  a recent  ARF  survey  of  community  consul- 
tants involved  with  employee  assistance  programs,  42  men  were  inter- 
viewed and  eight  women. 

Even  with  the  scanty  evidence  available  it  becomes  increasingly  hard  to 
avoid  considering  the  possibility  that  employee  assistance  programs  for 
alcoholics  as  they  are  now  practised  may  be  discriminating  against 
women.  These  programs,  which  are  designed  primarily  by  men  with  the 
male  alcoholic  in  mind,  may  faithfully  reflect  attitudes  and  behaviors 
which  are  compounded  when  two  highly  charged  issues  are  at  stake— 
women  working  and  women  drinking.  Even  by  themselves  either  of 
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these  issues  is  capable  of  causing  responses  ranging  from  hostility  to 
empathy.  Therefore,  it  is  with  full  recognition  of  how  one  of  these 
issues  can  potentiate  the  other  that  this  article  is  entitled  “Double- 
Jeopardy  Employees.” 

It  is  vital  to  identify  the  issues,  confront  them,  and  deal  with  them  con- 
structively. It  is  within  this  spirit  of  constructive  confrontation  that 
women  as  workers  and  women  as  alcoholics  are  examined,  as  are  the 
findings  related  to  employee  assistance  programs.  Although  there  are 
many  aspects  to  substance  abuse  in  the  workplace,  the  decision  to 
emphasize  employee  assistance  programs  has  been  taken  in  order  to 
review  a tangible  set  of  activities  and  locate  the  obstacles  which  block 
women’s  full  participation  in  such  programs.  It  is  only  by  such  examina- 
tion that  opportunities  for  change  can  be  identified. 


Products  of  Socialization 

Women  expect  a lot  of  themselves  these  days.  In  the  climate  created  by 
the  women’s  movement  and  by  International  Women’s  Year  in  1975, 
women  are  striving  for  equality  and  experiencing  some  of  the  rewards 
and  a great  deal  of  the  frustration  which  goes  with  it.  Women  want  inde- 
pendence, individuality,  responsibility  for  their  own  lives,  and  control 
over  their  own  destinies.  In  fact,  they  want  what  most  human  beings 
want.  However,  it  is  not  an  easy  pursuit  for  women  who  have  always 
been  defined  in  terms  of  others,  acquiring  their  status  through  the 
achievements  of  their  children,  husbands,  friends,  and  employers  who, 
in  turn,  have  learned  to  rely  on  women  as  caretakers.  The  sum  of  it  is 
that  women  have  been  socialized  to  behave  in  a certain  way  and  others 
have  been  socialized  to  reinforce  it. 

Redefinition  of  women’s  role  is  a stressful  activity  for  all  concerned, 
but  particularly  for  women  themselves  when  there  are  so  many  social 
and  economic  forces  resisting  change.  Whether  a woman  is  single  with  a 
career  or  married  with  a family  and  a job,  she  faces  what  is  commonly 
called  role  conflict.  Unfortunately,  this  phrase  always  sounds  as  if  it 
reflects  some  basic  inability  in  women  to  be  decisive  and  clear  about 
their  goals  rather  than  reflecting  the  culturally  determined 
phenomenon  it  actually  is.  In  fact,  to  experience  other  than  conflict  in 
the  face  of  the  ambiguities  which  are  part  of  the  business  of  role 
redefinition  would  be  unhealthy. 
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Women  in  the  Workplace 

One  of  the  areas  where  women  are  most  affected  is  in  the  workplace. 
On  the  surface  it  presents  one  of  the  best  opportunities  for  opera- 
tionalizing women’s  objectives.  Governments  in  particular  have 
developed  policies  and  guidelines  for  the  purpose  of  providing  equal 
opportunity  for  women.  The  Canadian  government  policy  states  that: 

In  response  to  changing  social  and  economic  needs  of  Canadians,  posi- 
tive action  will  be  required  to  ensure  that  women  are  in  fact  accorded 
equal  access  to  employment  and  career  opportunities  in  the  federal 
public  service . In  view  of  the  low  representation  of  women  in  middle 
and  upper  echelon  positions,  a concerted  effort  is  warranted  to  en- 
courage and  facilitate  the  employment,  promotion,  and  career  develop- 
ment of  more  women,  on  the  basis  of  equal  competence,  into  man- 
agerial and  professional  positions.  The  objective  is  to  increase  their 
participation  in  government  programs  and  policies,  and  in  decision- 
making generally.  At  the  same  time,  it  is  recognized  that  there  is  a need 
to  influence  the  organizational  climate  in  the  public  service  to  be  more 
receptive  to  the  full  participation  of  women,  as  well  as  encourage 
women  themselves  to  take  a more  active  part  in  the  advancement  of 
their  own  careers. 

And  yet,  exploration  reveals  that  women  remain  relegated  to  the  lowest 
paid,  lowest  status  jobs  with  all  the  economic  hardship  which  accom- 
panies such  employment. 


An  Added  Reality 

In  1976  there  were  3,461,000  women  active  on  a full-time  basis  in  the 
Canadian  work  force.  They  represented  37.33%  of  the  total  active  labor 
force,  an  increase  of  9.98%  since  1964  (Statistics  Canada,  1976;  Labour 
Canada,  1975).  They  represented  36.5%  of  women  over  14  years  of  age 
and  33%  of  all  married  women.  The  number  of  women  who  work  part- 
time  outside  the  home  is  not  known. 

These  figures  indicate  a substantial  participation  by  women  in  the  work 
force  and  take  on  an  added  reality  when  employment  distribution,  type 
of  job,  and  salary  are  considered.  It  becomes  clear  that,  in  these  terms, 
female  workers  are  clearly  disadvantaged.  In  1972,  72.4%  of  Canadian 
women  in  the  work  force  were  clustered  in  what  are  considered 
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“female”  jobs— clerical,  sales,  and  service  occupations— compared 
with  only  20.4%  of  men.  Women  work  in  fields  numerically  dominated 
by  women.  Seventy-four  percent  of  clerical  workers  and  51%  of  service 
workers  are  women.  In  professions,  women  are  concentrated  in  low- 
paying  areas.  Women  comprise  72%  of  health  professionals,  but  they 
account  for  99%  of  occupational  therapists,  nurses,  and  dental  hy- 
gienists. Only  3%  of  the  dentists  and  9%  of  physicians  are  female. 
Reflected  across  most  occupational  groupings  is  the  fact  that  women 
earn  only  54%  of  the  amount  earned  by  men,  an  average  of  $5,527  com- 
pared to  $10,072. 


Expanded  Work  Loads 

There  are  many  blocks  to  women  becoming  full  and  equal  participants 
in  the  work  force.  Some  of  the  obstacles  are  evidenced  in  the  form  of 
myths  about  working  women.  These  fictions  abound  when  women  are 
considered  to  work  only  as  a frill,  to  take  jobs  away  from  men,  and  to 
have  a higher  turnover  and  rate  of  absenteeism.  To  deal  with  only  the 
first  of  these,  it  can  be  noted  that,  in  Ontario,  36.8%  of  the  female  work 
force  in  March  of  1975  were  single,  divorced,  or  widowed.  These 
women  work  out  of  necessity.  This  is  particularly  true  of  single-parent 
families  headed  by  women.  Figures  in  1971  indicate  there  were  370,825 
female-headed,  one-parent  families  in  Canada  with  a labor  force  partici- 
pation rate  for  the  head  of  the  family  of  43.6%.  In  the  same' year  in  On- 
tario the  average  income  of  a male-headed  family  was  $11,905,  while 
the  income  of  the  female-headed  family  was  $6,016.  It  should  be  added 
that  many  married  women  work  because  their  husbands  are  not  paid 
enough  to  support  the  family. 

With  their  entry  into  the  work  force  many  women  have  simply  ex- 
panded their  work  load,  continuing  as  always  in  their  roles  as  wives  and 
mothers.  Because  of  this,  women  report  a weekly  average  of  50  to  80 
hours  spent  on  housework,  child  care,  and  paid  work. 

Another  very  concrete  example  of  difficulties  faced  by  women  in  the 
workplace  is  the  lack  of  daycare  resources.  In  October  1973  there  were 
518,000  children  under  six  years  of  age  in  Canada  with  working 
mothers.  By  1976  there  were  83,520  daycare  spaces  or  approximately 
six  children  under  six  for  every  space.  This  does  not  include  the  proba- 
ble increase  in  the  number  of  children  in  the  intervening  three  years. 
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Beyond  the  facts  of  women’s  place  in  the  work  force  and  the  legal 
measures  established  to  defeat  sex  discrimination  there  is  a vast,  subtle, 
and  immeasurable  area  without  which  the  picture  is  incomplete.  It  is 
best  illustrated  by  the  “man-woman  parrying,”  as  writer  L.C.  Pogrebin 
puts  it,  “the  everyday  exchange  of  quips,  the  putdowns  and  the  big 
buildups,  the  roles  we  still  play— mother  or  daughter,  office  wife  or 
temptress,  grateful  supplicant  or  one  of  the  boys.”  It  is  in  these  transac- 
tions and  perceptions  that  the  key  to  resistance  to  changing  the  status 
quo  in  the  workplace  may  be  found.  To  identify  and  attempt  to  change 
these  ways  of  relating  is  to  challenge  a whole  socialization  process  in 
which  both  men  and  women  have  a stake. 

Women  and  Alcohol 

Unless  moral  or  hereditary  explanations  of  alcoholism  are  to  be  ac-  j 
cepted,  the  person’s  history  and  development  within  society  must  be 
looked  to  for  explanations.  This  is  particularly  true  of  women.  A U.S. 
government  booklet  entitled  Alcohol  Abuse  and  Women:  A Guide  to 
Getting  Help  describes  the  situation  this  way. 

As  a group,  women  suffer  a great  deal  of  stress— and  some  of  the 
stresses  are  very  different  from  those  faced  by  men.  Since  the  tradi- 
tional roles  society  has  defined  for  women  and  men  produce  quite 
different  behavior,  goals,  self-images,  and  life  experiences,  women 
face  certain  problems  in  common  that  are  not  relevant  to  men.  From 
childhood,  women  have  been  taught  that  as  the  ‘ second  sex,  ’ they  are 
expected  to  derive  their  sense  of  self-worth  primarily  through  relation- 
ships with  men,  rather  than  through  achievements  and  activities  of 
their  own.  Until  recently,  women  were  rarely  encouraged  to  develop  as 
independent  persons  with  strong,  secure  identities.  This  is  not  to  say 
that  women ’s  drinking  problems  stem  entirely  from  their  role  in  society. 
But  regardless  of  what  women  do  with  their  lives,  they  cannot  escape 
society ’s  judgment  that,  on  some  very  basic  level,  they  are  inadequate 
because  they  are  women.  Studies  repeatedly  show  that  women  drink 
primarily  to  relieve  loneliness,  inferiority  feelings,  and  conflicts  about 
their  sex  role,  regardless  of  their  lifestyle. 

' 

Underlining  the  importance  of  analyzing  women’s  alcoholism  in  the 
light  of  their  role  in  society  and  the  way  they  are  perceived  is  the  fact 
that  the  chief  reason  for  concern  about  alcoholic  women  has  largely 
been  related  to  their  strategic  position  as  wives  and  mothers.  It  is  their 


potential  for  affecting  and  influencing  the  family  which  has  gained 
them  greatest  attention.  It  is  the  housewife  as  a secret  drinker  who  has 
intrigued  the  public.  Phrases  such  as  “the  drinker  in  the  pantry”  and 
“behind  lace  curtains”  contribute  to  the  tendency  to  ignore  the  fact 
that  33%  of  married  women  are  employed  full-time  in  the  work  force 
and  may  be  as  subject  to  alcoholism  as  their  sisters  who  are  home- 
makers. 

The  essential  point  to  be  made  about  women  alcoholics,  however,  is 
that  whether  she  works  in  the  home,  or  outside  the  home,  or  both,  the 
woman  alcoholic  has  made  every  effort  to  conceal  her  problem.  “We 
have  always  come  down  hard  on  alcoholics.  We  have  always  come  down 
harder  on  alcoholic  women,”  points  out  writer  Judy  Fraser.  This  stigma 
is  epitomized  by  the  disgust  which  is  invariably  expressed  in  relation  to 
a drunken  woman.  Consequently  women  have  been  reluctant  to  admit 
their  problem  and  seek  help. 

Collaboration  on  All  Sides 

Family,  friends,  physicians,  social  workers,  and  employers  have  col- 
laborated with  the  alcoholic  woman’s  efforts  to  cover  up.  Resistance  to 
the  idea  that  women  might  be  alcoholic  has  meant  that  signs  of 
alcoholism  have  been  overlooked  or  denied  by  those  most  able  to  help. 
Husbands  withdraw  from  evidence  such  as  mood  swings,  restlessness, 
and  even  hospitalizations  until  finally  when  there  can  no  longer  be  any 
denial  that  the  problem  is  alcoholism,  they  leave.  Nine  out  of  10  men 
leave  alcoholic  wives  while  one  in  10  women  leave  alcoholic  husbands. 

The  tendency  among  health  and  social  care  workers  has  been  to  over- 
look or  misinterpret  clues.  It  is  not  uncommon  for  professionals  to  ex- 
clude questions  about  alcohol  use  from  their  assessments.  In  a recent 
study  of  health  and  social  care  workers  serving  alcoholic  women  in  Ot- 
tawa-Carleton,  44%  did  not  make  enquiries  as  to  alcohol  use. 

Fistfuls  of  Pills 

The  most  serious  outcome  of  this  neglect  is  the  practice  of  defining 
alcoholic  women  as  emotionally  ill.  Women  present  many  of  their  social 
problems  to  physicians.  Such  problems  cause  stress  and  anxiety  which 
can  prompt  a prescription  for  mood-changing  drugs.  All  too  frequently 
further  exploration  of  the  problem  would  reveal  that  these  women  are 
already  medicating  themselves  with  alcohol  and  a prescription  could  be 
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the  start  of  cross-dependency.  Even  when  alcoholism  is  the  presenting 
problem,  the  response  can  be  tranquillizers.  Workers  in  treatment 
centres  serving  alcoholic  women  report  that  they  almost  invariably 
enter  with  a “fistful  of  pills”  which  is  not  surprising  in  that  69%  of  all 
prescriptions  written  for  mood-modifying  drugs  are  for  women. 

Descriptions  of  alcoholic  women  consistently  report  two  additional 
phenomena— telescoping  and  the  presence  of  a precipitating  stress. 
There  is  evidence  that  women  develop  alcohol  dependency  at  a later  age 
and  progress  more  quickly  toward  alcoholism  than  men.  Women  also 
report  that  their  alcoholism  was  precipitated  by  a critical  event  such  as  a 
death  in  the  family,  children  leaving  home,  or  a divorce.  Some  question 
whether  this  will  continue  to  be  true  as  women’s  drinking  patterns  con- 
verge with  men’s.  Others  wonder  whether,  in  view  of  the  stigma  at- 
tached to  alcoholism  among  women,  it  is  more  indicative  of  women’s 
need  to  have  a reason  society  might  find  legitimate. 

The  Vital  Plateau 

Underlying  all  analysis  of  women  alcoholics  is  the  growing  understand- 
ing that  such  women  are  singularly  lacking  in  self  esteem.  It  is  as  if  they 
share  society’s  perception  of  them.  In  1976  the  Donwood  Institute 
completed  a study  comparing  100  women  alcoholics  with  a matched 
group  of  100  non-alcoholic  women.  In  terms  of  their  social  thinking  and 
attitudes  toward  women  working  outside  the  home,  husbands  and 
wives  sharing  tasks,  and  the  women’s  liberation  movement  there  was 
no  significant  difference.  In  terms  of  self-worth  the  alcoholic  women 
scored  significantly  lower. 

Given  that  women’s  reasons  for  being  alcoholic  may  be  different  and 
their  experiences  in  being  alcoholic  are  certainly  different,  it  is  some- 
what surprising  that  the  debate  concerning  the  necessity  for  develop- 
ment of  services  specific  to  women  continues.  It  is  accepted  that  women 
are  harder  to  reach,  do  not  attend  existing  facilities  in  great  number, 
and  tend  to  drop  out  more  frequently  than  men.  If  this  is  to  change, 
women’s  special  needs  must  be  taken  into  account  when  planning  and 
delivering  services. 

“Historically,  treatment  programs  have  trained  men  to  take  respon- 
sibility for  their  lives  and  trained  women  to  take  responsibility'for  the 
men  in  their  lives,”  notes  writer  Susan  Kintner.  Programs  which  will 
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make  a difference  are  those  which  develop  innovative  ways  to  reach 
women— mutual  aid  groups  which  focus  on  identity,  assertiveness 
training,  vocational  and  career  counseling,  and  daycare  services.  Most 
important  of  all  is  the  staffing  of  these  programs  by  people  who 
recognize  women’s  potential  as  individuals  whose  independence  must 
be  supported  as  a vital  plateau  between  past  dependence  and  future 
interdependence. 

Women,  Alcohol,  and  the  Workplace 

Linking  an  understanding  of  women  in  the  workplace  with  an  under- 
standing of  the  woman  alcoholic  is  unexplored  territory.  For  example, 
constant  references  have  been  made  to  the  relationship  between  men’s 
excessive  drinking  and  the  pressure  and  frustration  they  experience  at 
work.  If  a woman’s  work  is  at  home,  she  is  often  thought  to  be  in  a com- 
fortable, even  enviable  situation.  The  fact  is  that  many  women  ex- 
perience feelings  of  confinement  and  personal  restriction  at  home,  but 
alcohol  is  not  considered  a legitimate  outlet  for  this  sort  of  stress.  On 
the  other  hand,  as  part  of  the  work  force  women  often  have  to  work 
much  harder  than  male  colleagues  to  be  considered  competent  but,  in 
this  situation,  it  is  considered  unfeminine  to  drink  in  the  same  style  as 
male  colleagues  to  relieve  stress.  Yet  lubricating  business  transactions 
with  alcohol  can  become  part  of  a woman’s  working  life  just  as  it  can  a 
man’s.  Women  in  such  situations  are  equally  vulnerable  to  becoming 
dependent  on  alcohol. 

It  is  in  relation  to  women  becoming  alcoholic  in  the  workplace  that  the 
issue  of  concealment  takes  on  special  meaning.  It  is  possible  that  such 
women  will  make  every  effort  to  appear  socially  integrated.  One  study 
indicates  that  80%  of  women  diagnosed  as  alcoholic  never  missed  work 
because  of  drinking  and  retained  their  jobs.  Another  study  found  that 
20  of  25  employed  women  in  the  sample  had  never  missed  work. 
However,  given  the  small  size  of  the  samples  involved  and  the  general 
paucity  of  research  in  this  area,  it  would  be  premature  to  conclude  that 
Monday  and  Friday  absences  are  not  part  of  identifying  women 
alcoholics. 

What  is  clear  is  that,  until  otherwise  proven,  the  early  identification  po- 
tential of  the  workplace  is  as  important  for  women  as  for  men.  There  is 
even  some  evidence  to  suggest  that  delays  in  identification  may  be 
more  costly  for  women  than  men  in  terms  of  successful  rehabilitation. 
Recovery  from  alcohol  dependency  is  a laborious  struggle  and  is  often 
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dependent  upon  positive  resources— such  as  family  and  friends— re- 
maining intact.  The  fact  that  husbands  are  less  tolerant  of  their 
alcoholic  wives  and  more  likely  to  leave  than  wives  of  alcoholic  hus- 
bands lends  support  to  the  need  for  maximizing  opportunities  for  early 
intervention. 

So,  admitting  we  are  entering  unexplored  territory,  let  us,  as  a way  to 
begin,  select  an  existing  program  and  examine  it  with  a view  to  identify- 
ing potential  obstacles  to  women  alcoholics  taking  part  in  it. 

Not  for  Men  Only 

Occupational  health  programs  designed  to  assist  the  alcoholic  employee 
are  generally  referred  to  as  employee  assistance  programs.  They  are  es- 
tablished by  personnel  policy,  supported  by  management  and  union, 
and  focus  on  job  performance  as  evidence  of  difficulties  with  alcohol. 
Programs  may  involve  education  for  all  employees.  However,  they  rely 
on  training  programs  for  first-line  supervisors  and  stewards  who  are 
considered  to  play  the  most  crucial  role  in  the  identification  and  referral 
process.  The  most  effective  programs  are  those  which  depend  on  all 
those  concerned  to  handle  their  jobs  as  defined.  For  example,  the 
supervisor  is  expected  to  be  an  expert  in  job  assessment,  not  a diag- 
nostician nor  a counselor.  The  job  of  diagnosis  and  treatment  belongs  to 
health  and  social  care  professionals. 

In  attempting  to  identify  elements  in  these  programs  which  may  block 
their  being  used  to  assist  women,  it  is  difficult  to  single  out  any  particu- 
lar component.  Certainly  no  written  policy  ever  states  that  ‘This  pro- 
gram is  for  men  only.”  But  consider  the  fact  that  most  of  the  addictions 
workers  who  help  industry  set  up  policy  and  education  programs  tend  to 
be  men.  Most  of  the  people  they  deal  with  in  industry  are  men.  Given 
this,  it  is  quite  likely  that  their  thinking  centres  on  male  alcoholism.  It 
would  take  real  effort  to  build  in  an  equal  emphasis  on  women.  There 
are  few  women  in  sufficiently  powerful  positions  to  insist  on  this.  With 
the  exception  of  the  film,  Case  Number  7201,  there  are  few  materials  to 
prompt  such  consideration. 

Perceived  Personal  Assault 

The  critical  event  in  employee  assistance  programs  is  the  transaction 
which  must  take  place  between  supervisor  and  employee  when  perfor- 
mance has  been  affected.  The  process  of  confrontation  even  with  con- 
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structive  intentions  is  not  easy  for  most.  Our  society  does  not  equip 
people  to  consistently  deal  with  others  in  direct,  unmasked  ways. 
Theoretically  it  is  essentially  supportive  to  be  able  to  bring  other’s  un- 
satisfactory behavior  to  their  attention.  In  practice,  it  can  be  a painful 
process  which  is  often  perceived  as  a personal  assault.  Hence,  even  the 
recognition  process  is  fraught  with  blocking,  ambivalence,  and  indeci- 
sion. The  point  must  be  made  that  since  most  supervisors  are  male,  the 
difficulties  inherent  in  this  process  are  compounded  when  the 
employee  is  female.  It  has  been  said  that  women  are  harder  to  confront, 
particularly  if  there  is  the  suggestion  that  alcohol  abuse  may  account  for 
poor  job  performance.  Male  attitudes  about  women  drinking,  let  alone 
being  alcoholic,  can  cloud  the  issue.  For  her  part,  the  woman  can 
diffuse  the  same  issue  with  myriad  excuses  which  come  under  the 
mysterious  heading  of  “women’s  problems.” 

Relationships  in  Flux 

A further  obstacle  to  using  jobs  as  motivation  is  the  fact  that  most 
women  are  stuck  in  low-paying,  repetitive,  monotonous  jobs  which  are 
not  considered  essential.  It  is  not  unusual  to  hear  it  said  about  a man 
that  he  is  a good  worker  (when  not  drinking)  and  a valued  employee— 
“We  don’t  want  to  lose  you.”  We  must  ask  the  question  whether  the 
same  value  would  be  placed  on  women  workers  if  efforts  were  made  to 
apply  employee  assistance  programs  equally. 

What  can  heighten  the  climate  in  which  the  confrontation  takes  place 
are  the  feelings  aroused  by  women’s  efforts  to  change  their  role.  Rela- 
tionships between  men  and  women  are  in  flux  both  on  the  personal  and 
professional  level.  Feelings  of  anger,  anxiety,  uncertainty,  and  confu- 
sion on  the  part  of  the  supervisor  can  have  an  immobilizing  effect  upon 
the  way  in  which  he  relates  to  a woman  employee  even  when  she  is  in 
distress.  Society  prohibits  the  expression  of  male  feelings.  The 
stereotype,  of  course,  is  for  women  to  be  considered  to  have  a 
monopoly  on  emotionality  with  ample  permission  for  expression.  In 
fact  it  has  been  suggested  that  it  is  the  supervisor’s  fear  of  provoking  an 
emotional  response  plus  his  time-honored  role  as  “protector”  that  pre- 
vents honest  confrontation. 

If  a woman  is  confronted  about  job  performance  and  referred  for 
assessment  to  health  professionals,  some  of  the  factors  just  stated  may 
militate  against  a diagnosis  of  alcoholism.  At  present,  most  physicians 
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are  male.  Despite  skills  designed  to  cut  through  denial  and  other 
defenses  they  may  have  been  subtly  trained  to  overlook  or  underplay 
alcoholism  in  women.  For  example,  there  is  the  double  standard  of 
mental  health  as  applied  to  women.  One  study  asked  clinicians  to  de- 
scribe the  characteristics  of  a healthy  adult,  a healthy  male,  and  a heal- 
thy female.  It  was  found  that  the  traits  attributed  to  the  healthy  adult 
were  similar  to  those  attributed  to  the  healthy  male,  but  not  to  the  heal- 
thy female.  Women  were  described  as  being  more  emotional,  more 
easily  hurt,  less  independent,  and  less  objective  than  men.  Referrals  to 
psychiatrists  rather  than  alcohol  treatment  units  can  result  from  assess- 
ments colored  by  such  perceptions.  In  addition,  such  referrals  can  be 
considered  more  appropriate  in  view  of  the  few  facilities  which  take 
women’s  special  needs  into  account. 

Possible  Initiatives 

The  ways  in  which  employee  assistance  programs  can  be  changed  to  im- 
prove the  chances  of  participation  by  alcoholic  women  are  evident. 
Materials  can  be  developed  for  inclusion  in  education  and  training 
courses.  Addictions  workers  who  assist  with  these  programs  can 
become  informed  about  and  sensitized  to  alcoholic  women.  There 
can  be  a strong  and  concerted  effort  to  recruit  more  women  to  partici- 
pate in  the  planning  and  implementation  of  employee  assistance  pro- 
grams. Studies  can  be  undertaken  to  determine  the  extent  of  the  work 
force  at  risk  in  order  to  establish  a baseline  from  which  impact  measure- 
ments can  be  made.  These  studies  can  include  women  and  can  take 
place  in  women-intensive  industries.  Strategies  can  be  developed  for 
reaching  women.  And  ways  in  which  alcoholic  women  give  evidence 
through  their  job  performance  of  having  problems  with  alcohol  can  be 
discovered. 

These  initiatives  are  all  possible.  However,  they  call  on  people  in  the 
social  and  health  fields  and  the  workplace  to  honestly  examine  their 
own  roles  in  terms  of  their  attitudes,  behavior,  and  ways  they  will  have 
to  change  if  even  these  steps  are  to  be  taken. 

In  the  final  analysis  this  article  is  about  more  than  equal  opportunity  for 
alcoholic  women  in  the  workplace.  It  is  essentially  about  men  and 
women.  It  is  about  the  dialectic  which  must  take  place  and  the  dialogue 
which  can  take  place  when  important  issues  such  as  this  are  con- 
fronted. 
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• In  part  I of  “The  Addiction  Experience”  (Summer  ’77),  Dr 
Peele  debunked  the  myth  of  a simple  biochemical  source  for 
addiction.  In  its  place  he  developed  a complex  social, 
psychological,  and  physiological  model  of  addiction  based 
on  the  role  filled  in  an  individual’s  life  by  the  experience  with 
a given  drug. 


THE  ADDICTION 


by  Stanton  Peele 


EXP  ERIENCE  Part  Two 

Although  approaching  addiction  as  something  which  grows  out  of  an 
experience  enables  us  to  understand  better  why  people  take  drugs  and 
how  they  come  to  abuse  them,  there  is  nothing  in  this  definition  which 
limits  addiction  to  drugs  alone.  It  is  this  fact  which  has  caused  so  much 
confusion  among  theoreticians —for  example,  the  many  who  now  focus 
on  “psychic  dependence”  as  the  key  element  in  drug  abuse.  What  these 
drug  investigators  fail  to  realize  is  that  there  is  nothing  about  the 
phenomenon  of  compulsive  drug  use  for  which  there  are  not  exact 
parallels  in  other  areas  of  human  behavior. 


This  is  not  to  say  that  psychoactive  drugs  do  not  have  a definite  impact 
on  those  who  take  them.  Indeed,  this  is  why  narcotics  and  alcohol  are  so 
often  connected  to  addictions:  the  effects  they  have  on  consciousness 


Dr  Peele  is  the  author  (along  with  Archie  Brodsky)  of  Love  and  Addiction.  Since 
receiving  his  PhD  in  social  psychology  from  the  University  of  Michigan  and  becoming  a 
member  of  the  organizational  behavior  faculty  at  Harvard,  Dr  Peele  has  been  lecturing 
and  consulting  on  addiction  and  on  interpersonal  and  small  group  dynamics  under  the 
aegis  of  the  Human  Resources  Group,  PO  Box  313,  Teaneck,  New  Jersey.  References 
for  this  article  are  available  on  request. 
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and  feelings  are  so  direct.  But  there  are  many  other  involvements  and 
activities  that  hold  out  for  some  people  the  kind  of  experience  which 
leads  to  addiction.  This  is  being  widely  recognized  at  a practical  (if  not  a 
theoretical)  level  as  a number  of  involvements— like  gambling,  over- 
eating, television  viewing,  “workaholism,”  etc.— are  coming  to  be 
regarded  and  dealt  with  as  addictions. 

Opportunity  for  Absorption 

What  is  it  about  these  activities  that  creates  addictions  for  some  peo- 
ple—in  fact,  a great  number  of  people?  All  of  them  hold  out  the  oppor- 
tunity for  a reassuring  absorption  in  a consuming  sensation  which  takes 
away  the  consciousness  of  life  problems.  But  what  makes  any  activity  an 
addiction  is  the  person  who  undertakes  it:  personality,  situation, 
motivations.  If  an  individual  turns  to  the  involvement  to  escape  from 
pain  (physical  or  otherwise),  and  resorts  to  it  increasingly  as  relief  is 
experienced  when  engaged  in  it  and  anxiety  and  guilt  felt  when  away 
from  it,  then  that  person  will  become  addicted  no  matter  what  it  is. 

Envision  compulsive  gamblers  transfixed  in  front  of  several  slot 
machines.  Their  whole  being  is  taken  up  with  the  motion  of  pulling  the 
levers  in  order,  and  the  instantaneous  gratification  of  seeing  the  results 
appear  like  clockwork  before  their  eyes.  They  cannot  think  of  anything 
else,  like  the  things  they  are  not  doing  while  gambling  or  the  money 
they  are  losing  doing  that.  When  they  stop,  their  mind  comes  back  to 
their  real  situation  and  they  are  burned  with  the  disgust  of  realizing  how 
much  money  they  have  thrown  away.  The  answer  for  them:  return  to 
the  always  elusive  solution  of  going  for  the  big  win. 

Or  consider  the  child  glued  to  the  television  set,  his  or  her  mind  dulled 
into  complete  passivity  by  the  images  on  the  screen.  There  have  been  a 
number  of  reports  by  scientists  and  television  viewers  themselves  about 
the  devastating  reorientation  brought  about  by  losing  a television  set: 
the  children  left  with  nothing  to  do,  the  parents  forced  to  deal  with  each 
other  and  their  kids  without  the  constant  lulling  presence  of  the  set. 

Expanded  Concept 

An  addiction  can  also  be  formed  in  an  interpersonal  or  institutional  at- 
tachment. I wrote  Low  and  Addiction  with  Archie  Brodsky  to  expand 
the  concept  of  addiction  to  the  realm  of  dependent  love  relationships. 
In  Part  I of  this  article  I mentioned  Charles  Winick’s  research  which 
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"People  can  resist  addiction  when  they 
gain  enough  satisfaction  from  their  life 
to  guarantee  they  don't  have  to  seek  one 
thing  which  alone  must  provide  them 
with  contentment." 


showed  that  some  heroin  addicts  ‘‘grow  out”  of  heroin  addiction  when 
they  can  become  completely  dependent  on  an  institution  like  a prison  or 
a hospital.  Such  a total  involvement  in  an  organization  is  the  functional 
equivalent  of— is  in  fact— an  addiction. 

Recently  a great  deal  of  attention  has  been  directed  to  cases  of  so-called 
brainwashing,  where  young  adults  or  teenagers  are  taken  by  a group 
(usually  religious)  and  converted  into  automatons:  smiling,  beatific  ser- 
vants of  the  order  who  will  do  whatever  they  are  bidden.  For  the  young 
people  in  these  groups  (many  of  whom,  incidentally,  have  histories  of 
unhealthy  drug  use),  the  religious  order  sets  up  a totally  controlled 
social  environment,  where  not  only  are  all  practical  matters  taken  care 
of,  but  certitude  of  thought  is  also  provided.  Through  worship  of  a 
leader  and  agreement  with  those  around  them,  the  young  people  lose 
their  uncertainty  and  anxiety,  and  will  sacrifice  any  other  commitments 
or  interests  to  preserve  this  state.  An  interesting  sidelight  of  this  form 
of  addiction  is  that  if  young  people  do  leave  the  movement,  they  tend 
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to  become  as  negative  toward  the  organization  as  they  once  were 
positive,  and  may  attack  it  just  as  fanatically  as  they  once  defended  it. 

Personal  Meaning  of  Addiction 

Eating  is  a kind  of  activity  which  clearly  exemplifies  the  personal  mean- 
ing of  an  addiction.  Everyone  has  to  eat,  and  yet  some  people  eat  to  the 
point  of  severely  limiting— and  even  shortening— their  lives.  The  pain 
that  comes  from  obesity,  its  deleterious  effects  on  physical  activity, 
social  life,  and  professional  appearance,  and  the  relationship  of  excess 
weight  to  heart  disease  and  strokes  make  it  clear  there  are  people  who 
are  well  aware  of  how  much  they  are  hurting  themselves  through  over- 
eating and  yet  can  do  nothing  to  control  it. 

To  understand  the  dynamics  of  this  addiction,  let  us  take  as  an  example 
a child  who  has  been  taught  by  his  parents  to  regard  food  as  a reward. 
This  can  grow  into  a pattern  of  eating  to  gain  self-gratification  and  to 
relieve  anxiety.  As  the  child  grows  older  he  sees  increasingly  that  being 
overweight  is  a condition  which  makes  him  less  attractive  to  others  and 
about  which  he  feels  self-conscious.  It  becomes  a part  of  his  negative 
self-image,  an  ever-present  and  distressing  indicator  to  himself  that  he 
is  not  a “good”  person.  Yet  whenever  he  is  penalized  for  being 
overweight,  as  by  not  being  able  to  participate  in  sports  or  by  being 
rejected  by  his  peers,  he  has  one  refuge  to  turn  to— eating. 

When  we  see  a fully  developed  eating  addiction,  we  can  realize  just  how 
difficult  it  is  to  break  out  of  any  addiction.  An  overeater  who  goes  on  an 
eating  binge  is  the  same  as  the  alcoholic  who,  once  s/he  begins  to  drink 
excessively,  is  driven  by  accelerating  feelings  of  self-disgust  and  guilt  to 
go  all  the  way,  beyond  satisfaction.  Addicted  eaters  face  problems  and 
anxieties  which  cause  them  to  rely  more  on  food,  which  in  turn 
exacerbates  their  problems  and  anxieties— an  illustration  of  the  cycle  of 
addiction.  Should  overeaters,  like  alcoholics  or  drug  addicts,  behave  in 
a controlled  way  for  a day  or  for  several  days  or  weeks,  they  are  still 
going  to  be  fat  and  will  still  be  tempted  to  fall  back  into  the  addiction. 
To  leave  the  addiction  behind,  they  will  somehow  have  to  break 
entirely  with  past  patterns,  often  before  new  habits  lead  to  rewards  and 
have  a chance  to  establish  themselves.  For  these  reasons,  many  of  the 
methods  developed  for  working  with  overeaters  are  helpful  for 
designing  a program  to  combat  any  addiction.  I shall  describe  some  of 
these  methods  in  the  last  sections  of  this  article. 
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Characteristics  of  Non-Addiction 

If  we  recognize  that  addiction  can  appear  in  any  type  of  involvement, 
we  have  to  realize  also  that  no  activity— including  drug- taking— is 
necessarily  addictive.  What  makes  an  involvement  not  addictive  is 
being  able  to  control  it  and  fit  it  into  the  rest  of  one’s  life.  This  means 
knowing  when  to  stop  doing  something  because  it  is  becoming  harmful, 
which  leads  us  in  turn  to  what  we  might  term  the  characteristics  of 
non- addiction.  People  can  resist  addiction  when  they  gain  enough 
satisfaction  from  their  life  to  guarantee  they  don’t  have  to  seek  one 
thing  which  alone  must  provide  them  with  contentment.  If  people  have 
involvements  which  mean  something  to  them,  there  is  less  chance  that 
a destructive  involvement  will  dominate  them,  because  there  will  be 
other  activities  and  people  they  will  not  sacrifice.  People  need  to  have 
good  feelings  about  themselves  so  they  will  not  consciously  hurt 
themselves;  they  need  pride  so  they  will  not  want  to  be  out  of  control, 
both  for  their  own  sake  and  for  others.  They  need  to  accept  themselves 
in  order  to  combat  the  guilt  and  anxiety  which  are  at  the  centre  of  the 
addiction  cycle.  Finally,  they  need  to  be  able  to  acknowledge  their 


"Where  we  have  gone  wrong  concerning 
addiction  is  in  thinking  there  is 
something  more— or  less— to  it  than  to 
everything  else  a human  being  can  do." 
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problems  to  begin  to  deal  with  them  before  they  grow  to  life-defeating 
proportions. 

When  Addiction  Exists 

If  addiction  can  occur  with  any  type  of  involvement,  then  we  have  to 
have  ways  of  deciding  when  an  addiction  exists.  The  model  of  addiction 
which  I have  presented  gives  us  some  characteristics  which  can  serve  as 
criteria  for  this  purpose. 

1.  Addiction  is  a continuum.  Since  there  is  no  distinct  physiological 
mechanism  which  “sets  off”  an  addiction,  we  cannot  view  addiction  as 
an  all-or-nothing  phenomenon.  The  fact  that  addiction  is  a continuum 
underlies  all  the  other  criteria  of  addiction  in  that  everything  has  a 
quality  of  relativity,  of  being  more  or  less  true  of  a given  case  as  the  case 
is  more  or  less  one  of  addiction.  This  indefiniteness  in  classification 
shouldn’t  upset  us;  after  all,  it  is  present  in  all  behavior.  Where  we  have 
gone  wrong  concerning  addiction  is  in  thinking  there  is  something 
more— or  less— to  it  than  to  everything  else  a human  being  can  do. 

Thus  far  I have  portrayed  total  addictions  both  with  drug  and  non-drug 
involvements.  These  “ideal”  cases  are  actually  extremes  at  one  end  of 
a spectrum.  In  reality,  it  is  only  infrequently  that  a person’s  whole  life  is 
dedicated  completely  to  an  addiction  in  the  way  I have  described.  For 
example,  the  skid  row  alcoholic  represents  only  a small  part  of  the 
alcohol  problem  in  the  United  States  and  Canada,  just  as  there  are  many 
people  in  Weight  Watchers  groups  who  are  not  grossly  obese.  In  this 
sense,  a total  addiction  is  a pathological  version  of  a habit,  and  a person 
can  be  more  or  less  addicted,  depending  on  the  extent  to  which  his  habit 
controls  his  life. 

As  I indicated,  a person  may  only  be  predisposed  to  be  addicted  in  one 
area  of  his  life,  in  that  area  where  he  or  she  feels  particularly  weak  or 
unable  to  cope.  For  example,  we  often  find  people  who  do  not  use  a 
drug  in  certain  situations,  but  are  driven  to  it  in  others.  One  man  spoke 
to  me  about  his  drinking  problem,  which  only  surfaced  when  he  came 
home  to  his  wife  and  family  at  night.  At  his  work,  where  he  was  a 
partner,  he  was  completely  engaged,  and  never  felt  even  a temptation 
to  drink.  To  get  this  man  to  deal  with  his  addiction  after  a lifetime  of 
avoiding  it— to  begin  thinking  about  why  he  was  uncomfortable  at 
home  with  his  family— would  be  a monumentally  difficult  task.  This 
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"At  the  heart  of  the  concept  of 
addiction  is  the  idea  of  a diminishing 
scope  in  life,  until  there  is  only  one 
focus  for  the  person— the  object  of  the 
addiction." 


situation  also  calls  to  mind  the  workaholic  who  feels  so  at  a loss  to  deal 
with  intimate  personal  relationships  that  he  devotes  himself  to  his 
work,  neglecting  that  which  he  is  already  having  trouble  coping  with. 

2.  An  addiction  detracts  from  all  other  involvements  a person  has.  In  deter- 
mining if  an  activity  is  addictive,  it  is  necessary  to  decide  whether  it  is 
harmful— harmful  in  the  sense  that  it  diminishes  a person,  makes  one 
less  able,  undercuts  one’s  life.  This  is  obviously  the  case  when  some- 
thing like  overeating,  smoking,  drinking,  drug-taking  hurts  the  per- 
son’s health  or  even  kills.  But  the  damage  may  not  be  so  direct  or  evi- 
dent. At  the  heart  of  the  concept  of  addiction  is  the  idea  of  a diminish- 
ing scope  in  life,  until  there  is  only  one  focus  for  the  person— the  object 
of  the  addiction. 

This  leads  us  to  the  primary  criterion  for  an  addiction:  to  the  extent  that 
an  involvement  detracts  from  the  other  parts  of  a person’s  life,  so  there 
is  less  ability  and  less  interest  in  dealing  with  anything  else,  then  to 
that  extent  the  involvement  is  addictive  for  the  person.  When  the 
individual  can  deal  with  nothing  or  can  get  gratification  from  nothing 
outside  of  the  one  involvement  or  without  constant  reference  to  that 
involvement,  a full-blown  addiction  exists.  Obviously,  at  some  level 
only  the  individual  can  determine  how  much  something  is  harming  his 
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or  her  world,  and  that  is  why  ultimately  addiction  can  only  be  evaluated 
and  dealt  with  by  the  individual. 

3.  Addiction  is  not  a pleasurable  experience.  An  addiction  eliminates 
pain.  Addicts  turn  to  it  out  of  negative  motivations— fear,  anxiety, 
guilt,  discomfort— which  the  substance  or  involvement  serves  to  lessen 
for  a time.  While  they  may  once  have  had  a pleasurable  response  to  the 
object  of  addiction,  that  has  long  since  faded  into  the  background  by  the 
time  they  are  addicted.  The  euphoria  that  drugs  like  alcohol  or  heroin  or 
barbiturates  may  cause  in  a person  is  the  euphoria  of  a sudden  releasing 
of  cares.  For  this  reason  addicts  are  not  concerned  with  the  quality  or 
type  of  the  substance  they  can  get  (e.g.  the  flavor  of  liquor);  they 
simply  welcome  its  intoxicating  effects.  In  the  sense  that  an  addict  uses 
something  to  blunt  awareness  of  pain,  all  addictions  are  indiscriminate. 
They  are  not  sought  out  for  their  positive  qualities.  This  suggests 
another  major  criterion  for  an  addiction— whether  a person  derives 
pleasure  from  an  involvement  or  whether  it’s  turned  to  simply  out  of 
pain,  fear,  habit,  and  the  avoidance  of  other  things. 

4.  Addiction  is  the  inability  to  choose  not  to  do  something.  By  the 
characteristics  and  criteria  already  listed  for  an  addiction,  we  see  that 
addicts  are  not  able  to  make  a decision  to  stop  doing  something  when  it 
begins  to  hurt  or  when  it  ceases  to  be  pleasurable.  Instead,  they  are 
driven  by  various  motivations  they  cannot  control  to  continue 
involvement  until  they  are  physically  incapable  of  going  further,  or 
until  some  external  force  prevents  it.  Another  criterion  of  addiction 
develops  from  this  aspect  of  its  definition— whether  a person  is  capable 
of  exercising  choice  in  an  involvement.  Can  s/he  genuinely  say  that 
under  some  circumstances  s/he  will  refuse  to  take  the  drug  or  to  engage 
in  the  activity;  are  there  other  valued  activities  which  will  sometimes 
rule  out  the  involvement;  will  the  person  sometimes  not  turn  ta  the 
involvement  in  a situation  which  normally  calls  for  it;  can  it  be  said, 
“This  isn’t  good  for  me.  I’m  going  to  cut  down”?  The  negative  answer 
to  all  these  questions  is  that,  given  a certain  set  of  recurrent  stimuli,  a 
person  will  always  act  in  the  same  way  and  make  the  same  choice.  That 
is  to  say,  there  is  no  choice.  This  is  addiction. 

Dependence  on  Treatment 

An  interesting  sidelight  to  the  theory  of  addiction  as  an  experience,  and 
to  the  fact  that  people  can  form  addictive  relationships  to  institutions,  is 
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the  possibility  that  therapy  for  addiction  can  itself  become  an  addiction. 
What  might  make  a therapy  or  therapeutic  group  addictive?  If  the 
therapy  were  predicated  on  remolding  individuals  entirely  in  its  own 
image,  beginning  by  taking  from  them  all  the  props  to  their  previous 
identity,  then  it  could  simply  be  requiring  that  they  now  define  them- 
selves entirely  in  terms  of  a new  external  power— the  therapy  group. 
For  a person  addicted  in  this  way,  all  experience  would  be  filtered 
through  the  perspective  of  the  therapy,  all  activities— including  interac- 
tions with  people— would  centre  around  the  therapy,  and  personal  iden- 
tity would  be  completely  tied  up  with  being  a participant  in  the  therapy 
or  therapy  group.  To  break  such  a total  dependence  would  be  impossi- 
ble, done  only  at  the  risk  of  returning  the  individual  immediately  to  the 
drug  addiction. 

i 

People  addicted  in  this  way  might  spend  all  their  time  talking  about  this 
previous  addiction,  thus  limiting  themselves  to  interactions  with  people 
who  also  had  had  such  addictions,  most  likely  simply  other  members  of 
their  group.  They  might  find  themselves  drawn  constantly  to  attend 
therapy  sessions  or  group  meetings,  as  these  would  now  provide  the 
structure  and  substance  of  their  life.  If  addicted  to  the  therapy  or  group, 
they  would  refuse  to  accept  the  possibility  that  any  other  approach  had 


“An  interesting  sidelight  to  the  theory 
of  addiction  as  an  experience ...  is  the 
possibility  that  therapy  for  addiction  can 
itself  become  an  addiction." 
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value  for  treating  addiction.  Essentially,  individuals  would  not  be 
confronting  themselves  and  their  habits  in  such  a fashion  as  to  change 
the  basis  of  addiction  in  their  life.  Working  still  on  fear,  negativity, 
passivity,  and  dependence,  a new  force  would  have  taken  control  of 
them. 

Because  therapy  groups  differ  so  much  from  one  to  another,  even 
among  groups  bearing  the  same  name,  and  differ  as  well  in  terms  of 
how  each  individual  relates  to  them,  it  is  impossible  simply  to  say  that 
some  therapeutic  approach  is  addictive,  just  as  it  is  impossible  to  say 
that  a given  substance  is  necessarily  addictive.  Obviously,  though,  there  ! 
are  groups  which,  in  their  totalitarian  approach,  fit  my  description. 
Many  of  these  groups  are  extremely  successful  in  the  degree  to  which 
they  keep  members  away  from  their  previous  addictions.  In  fact, 
because  of  the  difficulty  of  coming  to  grips  with  any  addiction,  such 
groups  may  be  among  the  few  forces  which  succeed  with  any  regularity 
in  combating  drug  use.  But  in  the  long  run,  these  organizations  are  not  I 
successful  mechanisms  for  reducing  addiction  throughout  society 
because  in  many  cases  they  don’t  focus  on  addiction  at  all,  but  simply 
on  the  elimination  of  the  use  of  one  drug  or  another. 

Personal  Reorientation  Necessary 

Here  the  controversial  issue  arises  again:  can  addicts  return  to  the 
substance  to  which  they  were  formerly  addicted?  The  answer  is  no,  if 
they  are  still  addicted.  But  the  fact  of  perpetual  addiction  is  not  a 
foregone  conclusion.  There  are  people  cured  of  addiction,  however  few 
they  are  and  however  arduous  the  process.  If  there  is  not  a real  cure  for 
the  addiction,  then  overall,  the  addiction  problem  in  our  society  does 
not  decrease. 

The  issue  is  complicated  by  many  other  considerations.  Pragmatically, 
it  is  better  for  people  living  in  our  society  to  be  addicted  to  a group 
rather  than  to  a drug,  particularly  an  illegal  drug.  They  are  granted  more 
social  acceptance,  are  more  likely  able  to  hold  a job,  and  do  their  body 
less  harm.  Also,  complete  dependence  on  the  therapy  group  may  be  a 
stage  through  which  people  pass  on  their  way  to  greater  self-reliance,  a 
kind  of  mechanism  of  detoxication  which  then  allows  them  to  work  on 
the  substance  of  their  life— their  problems  with  themselves,  with  peo- 
ple, with  work,  or  whatever.  In  this  case,  addiction  to  therapy  may  be  a 
necessary  part  of  a complete  personal  re-emergence.  As  for  determin- 
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ing  whether  a person  should  try  to  become  involved  again  with  the 
former  addiction,  the  answer  may  simply  be,  “Why  risk  it?”  Alcohol, 
cigarettes,  and  heroin  are  not  necessary  parts  of  a complete  existence, 
and  so  if  there  is  any  danger  of  re-addiction,  it  may  indeed  make  sense 
not  to  have  any  contact  with  the  substance,  particularly  with  all  the  un- 
savory consequences  that  surround  an  illegal  drug  like  heroin.  But  this 
is  not  in  itself  a cure  for  addiction.  It  is  obviously  not  a cure  in  the  case 
of  something  like  overeating,  where  it  is  impossible  to  practise  com- 
plete abstinence.  But  I repeat,  abstinence  without  personal  reorienta- 
tion is  not  really  a cure  for  any  addiction. 

When  Therapy  Is  Crippling 

When  is  a dependence  on  therapy  actually  harmful,  meeting  the  pri- 
mary criterion  for  an  addiction?  When  therapy  cuts  back  people’s  life  so 
they  can  only  deal  with  fellow  ex-addicts,  just  as  many  addicts  deal  only 
with  addicts,  they  are  being  harmfully  constrained.  When,  out  of  a fear 
of  re-exposure  to  the  addiction,  they  curtail  activities  not  related 
directly  to  the  therapy.  When  the  therapy  stalls  in  one  stage,  so  that  it  is 
permanent  or  semi-permanent.  The  justification  for  a heavy  depen- 
dence on  therapy  is  that  it  prepares  the  way  for  a re-emergence  into  full 
life.  When  this  is  not  the  case,  when  after  several  years  the  group 
member  is  still  filling  his  or  her  time  with  therapy  sessions  and 
meetings,  the  dependence  on  therapy  is  becoming  a crippling  addiction. 

Perhaps  the  main  problem  with  therapies  designed  to  enclose  all  of  a 
person’s  life,  even  if  temporarily,  is  that  they  suit  only  certain  people. 
In  fact,  by  my  description  of  people  who  become  addicted,  a totalitarian 
group  will  have  the  greatest  appeal  for  them.  They  mind  least,  and  find 
most  reassuring,  the  sacrifice  of  self  required  to  be  absorbed  by  the 
institution  or  group.  And  it  is  perhaps  such  vulnerable  people  who  most 
need  this  drastic  solution.  Yet,  as  we  have  seen,  the  problem  of 
addiction  is  not  limited  to  overt  addicts  alone.  There  are  all  varieties  of 
addictions,  even  to  potent  drugs.  Hence  there  need  to  be  groups  for 
dealing  with  compulsive  drug  use  which  are  open-ended,  variegated, 
and  flexible,  in  line  with  a clientele  which  is  harder  to  specify  and  which 
has  less  need— and  less  willingness— to  sacrifice  everything  for  a 
therapy  involvement. 

Such  therapies,  which  do  exist  for  alcohol  (although  less  frequently  for 
other  drugs)  and  are  popular  for  overeating,  smoking,  gambling,  and 
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other  addictions  which  society  is  more  tolerant  of,  allow  a person  to 
keep  up  previous  associations  while  working  on  the  addiction.  The  goal 
of  therapy  is  for  clients  to  behave  differently  in  these  settings,  with 
these  people,  and  perhaps  even  with  these  same  addictive  involve- 
ments. They  may,  in  fact,  not  only  keep  up  with  family,  friends,  and 
work  while  undergoing  therapy,  but,  as  a part  of  dealing  with  the 
addiction,  may  draw  these  other  areas  of  existence  into  the  therapy  to 
improve  relationships  with  them.  They  may,  in  the  case  of  alcohol 
addiction,  have  as  the  goal  a continuing,  but  moderated,  involvement 
with  alcohol.  Again,  this  more  open  approach  to  therapy  will  not  work 
in  all  cases,  but  is  a valuable  alternative  for  people  less  far  along  the 
scale  of  addiction  or  for  those  who  react  against  complete  immersion  in 
a therapy  environment.  Most  important,  there  is  nothing  about  the 
nature  of  addiction  which  rules  out  such  an  approach,  and  much  that  j 
recommends  it. 

Useless  Approach 

There  are,  however,  approaches  to  the  addiction  problem  which  the 
nature  of  addiction  does  rule  out,  or  at  least  render  useless.  These,  un- 
fortunately, are  the  tacks  governments  seem  most  intent  on  following. 

Dr  Peter  Bourne,  President  Carter’s  special  assistant  on  drug  abuse,  re- 
cently announced  that  the  U.S.  government  will  not  be  concentrating 
on  tobacco  and  alcohol  use.  Instead,  it  will  attempt  to  block  off  the  in- 
ternational sources  of  cocaine  and  heroin.  What  is  wrong  with  this  ap- 
proach? To  begin  with,  a series  of  government  studies  has  shown  that 
these  policies  have  failed  disastrously  in  the  past.  It  is  impossible  to  cut 
off  even  a small  portion  of  the  heroin  flowing  into  North  America  from 
a number  of  Asian  and  Latin  American  sources.  When  the  U.S.  govern- 
ment was  successful  in  doing  so  in  a localized  region  (Detroit),  the  j 
main  result  was  a sharp  increase  in  crime  as  drug  prices  shot  up.  But 
perhaps  the  most  telling  report  is  the  most  recent  one  from  the  National 
Institute  of  Drug  Abuse.  It  shows  that  patterns  of  drug  use  are  ex- 
tremely elastic.  Users  go  through  varying  periods  of  voluntary  or  in- 
voluntary abstinence  depending  upon  availability  of  heroin,  and  they 
readily  turn  to  alternative  drugs  when  heroin  is  scarce. 

There  is  nothing  surprising  in  this  from  what  we  know  to  be  true  about 
drug  addiction.  Historically,  whenever  one  drug  popularly  used  for  ad- 
diction was  in  short  supply,  the  use  of  another  grew.  This  was  true  when 
opiates  were  made  harder  for  middle-class  users  to  obtain  in  the  early 
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part  of  this  century  (many  users  became  alcoholics) , when  heroin  sup- 
plies from  Europe  were  reduced  during  World  War  II  (addicts  turned  to 
barbiturates) , ad  infinitum.  That  this  has  always  been  the  case  and  will 
always  continue  to  be  so  is  due  to  the  fact  that  addiction  is  a 
people  problem,  not  a drug  problem.  And  people  addicted  to  one  drug 
will  always  find  some  other  substance  to  build  their  life  around. 

Society— the  Major  Addictogenic  Mechanism 

The  most  likely  candidate  for  abuse— if  heroin  supplies  were  ever  ac- 
tually cut  off  and  if  barbiturates  were  outlawed  as  Dr  Bourne  pro- 
poses—would  of  course  be  alcohol  (although  sedatives  and  tran- 
quillizers are  other  depressant  drugs  now  popularly  abused) . And  while 
Dr  Bourne  is  not  planning  to  focus  on  alcohol,  Dr  Ernest  Noble,  direc- 
tor of  the  National  Institute  on  Alcohol  Abuse  and  Alcoholism,  tells  us 
that  the  number  of  teenagers  who  get  drunk  has  doubled  over  the  past 
20  years.  If  government  or  any  other  remedial  programs  fail  to  note  that 
addiction  is  a problem  which  stems  from  the  individual  and  from 
society,  that  in  order  to  cope  with  widespread  addiction  we  need 
solutions  which  attack  basic  problems  in  the  way  children  are  prepared 
to  cope  with  their  environment,  and  that  addiction  does  not  disappear 
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when  one  or  another  drug  is  made  more  difficult  to  come  by,  then  we 
shall  never  make  a dent  in  the  addiction  problem. 

In  the  nation  which  has  always  attacked  heroin  and  heroin  supplies 
more  strenously  than  any  other  nation,  the  U.S.  has  the  highest  heroin 
addiction  rates  in  the  world,  at  least  among  technologically  advanced 
countries.  By  any  measure,  addiction  has  grown  steadily  in  the  U.S. 
since  the  beginning  of  the  century  to  the  point  where  many  label  it  an 
epidemic.  By  perpetuating  our  misunderstanding  of  what  addiction  is, 
we  are  managing  to  accelerate  the  already  heavy  trends  toward  in- 
creased addiction  to  all  kinds  of  drugs.  Consider  the  advertising  of 
drinking,  both  in  commercials  and  by  the  example  of  prominent  per- 
sonalities. Or  reflect  that,  at  a time  when  more  and  more  people  are 
having  trouble  controlling  their  impulse  to  gamble  (there  are  six  to  nine 
million  compulsive  gamblers),  more  and  more  state  governments  are 
legalizing  and  promoting  gambling.  These  are  only  some  examples  of 
how  addiction  comes  from  the  very  wellsprings  of  our  society.  In  an 
article  I wrote  ( Addictions , Winter  ’76)  with  Archie  Brodsky,  “Addic- 
tion is  a Social  Disease,’’  we  present  the  case  that  society  is  our  major 
addictogenic  mechanism. 

The  Myth  about  Methadone 

Before  turning  to  some  remedial  approaches  that  can  have  some  mean- 
ing for  the  addicted  individual,  I would  like  to  look  at  one  last  response 
to  addiction  which  is  in  its  way  the  reductio  ad  absurdum  of  our  misap- 
prehension of  the  meaning  of  addiction.  It  has  recently  become  ap- 
parent that  the  U.S.  government’s  greatest  investment  in  drug  treat- 
ment, the  $50  million  methadone  program,  is  a failure.  The  medical 
team  that  pioneered  methadone  maintenance,  Drs  Vincent  Dole  and 
Marie  Nyswander,  concede  that  its  impact  for  good  has  been  small  “at 
best.”  Those  cases  where  it  has  worked  have  been  in  settings  with  dedi- 
cated counselors,  cooperative  patients,  and  strong  programs  for  per- 
sonal exploration  and  skill  training,  under  which  circumstances  any 
treatment,  including  heroin  maintenance  or  its  opposite,  complete 
withdrawal,  would  have  better  chances  of  succeeding. 

Methadone  represents  the  latest  in  a long  series  of  efforts  to  resolve  the 
problem  of  addiction  by  the  development  of  a new  drug.  As  an  effort  to 
solve  a complex  problem  with  a simple  external  solution,  it  expresses 
an  addictive  bent  in  our  society  which  is  encouraged  by  those  responsi- 
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"If  we  had  been  capable  of  learning 
from  historical  experience,  we  would 
never  have  imagined  methadone  could 
'cure'  addiction,  or  even  fail  to  be 
addictive." 


ble  for  treating  addiction.  The  search  for  a powerful  analgesic  which 
could  substitute  for  morphine  as  a painkiller  but  would  not  have  its  ad- 
dictive potential  has  been  a constant  theme  in  pharmacology  in  the  20th 
century.  Heroin  was  originally  marketed  with  this  claim.  So  were  the 
synthetic  sedatives  (barbiturates)  and  the  synthetic  narcotics 
(Demerol).  From  1929  to  1941  the  U.S.  National  Research  Council’s 
Committee  on  Drug  Addiction  was  engaged  in  this  impossible  task. 
And  finally,  we  have  methadone,  to  which  we  have  addicted  a large 
number  of  people,  and  which  has  become  a popular  blackmarket  drug 
for  the  many  addicts  for  whom  it  is  now  the  drug  of  preference. 

If  we  had  been  capable  of  learning  from  historical  experience,  we  would 
never  have  imagined  methadone  could  “cure”  addiction,  or  even  fail  to 
be  addictive.  What  that  experience  tells  us  is  that  any  drug  which  has 
powerful  painkilling  effects,  which  dulls  a person’s  sensibilities,  will  be 
used  addictively.  The  reason:  because  this  analgesia  is  the  very  ex- 
perience around  which  addictions  are  built. 

No  Magic  Cure 

It  is  not  possible  here  to  do  more  than  outline  the  directions  a cure  for 
addiction  will  take,  and  some  techniques  which  can  be  employed.  One 
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"Addiction  is  a life  problem,  based  on  a 
fundamental  feeling  of  deficiency,  and 
no  patchwork  solution  can  hope  to 
confront  a problem  of  that  magnitude." 


thing  is  definite:  curing  addiction  is  hard.  Seeking  a shortcut,  such  as 
the  4 ‘magic”  of  a drug  cure,  is  the  kind  of  desire  for  a simplification  of 
life  which  leads  to  addiction  in  the  first  place.  For  a person  who  is  com- 
pletely addicted,  nothing  short  of  changing  that  person’s  adaptive 
orientation  will  remove  the  sources  of  addiction.  Addiction  is  a life 
problem,  based  on  a fundamental  feeling  of  deficiency,  and  no  patch- 
work  solution  can  hope  to  confront  a problem  of  that  magnitude. 

It  is  for  this  reason  that  totally  encompassing  therapeutic  communities 
have  grown  up  as  one  of  the  few  systematic  treatment  modes  for 
severely  addicted  individuals.  Such  communities  can  work  with  a per- 
son on  basic  issues  like  self-concept,  comfort  and  ability  in  relating  to 
others,  job  skills,  and  accepting  responsibility  for  one’s  life  and  one’s 
actions.  But  the  task  of  rebuilding  a personality  is  fraught  with  danger. 
The  primary  issue  is  whether  people  will  be  made  into  new  versions  of 
themselves  or  into  images  of  their  groups.  The  issue  around  which  this 
revolves,  in  turn,  is  whether  the  client  is  being  prepared  to  deal  with  the 
world  outside,  or  to  remain  in  the  world  created  by  the  therapeutic  com- 
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munity.  Different  groups  and  organizations  vary  in  their  awareness  of 
these  issues  and  their  success  in  reintegrating  the  client  into  the  world 
beyond  the  therapy  group. 

Heroin  addiction  and  alcoholism  are  only  a small  part  of  the  addiction 
phenomenon,  however.  Focusing  on  those  who  have  these  life- 
dominating  addictions  is  unfair  to  them  at  the  same  time  that  it  takes 
our  attention  away  from  other  important  individual  and  social  prob- 
lems. Dealing  with  addictions  which  are  less  noticeable— either  because 
they  are  less  severe,  or  simply  because  they  are  less  disapproved  of— 
creates  its  own  difficulties.  In  many  cases,  because  these  addictions 
draw  less  attention  to  individuals,  they  can  excuse  compulsive  and 
destructive  behavior  more  readily.  It’s  been  said  that  alcoholics  and 
drug  addicts  are  lucky  in  some  ways.  They  have  been  forced  to  deal  with 
things  in  themselves  and  in  those  around  them  that  others  are  allowed 
to  miss  all  their  lives,  often  with  debilitating  consequences. 

When  Kenneth  Cooper  began  his  research  on  the  physiological  benefits 
of  so-called  “aerobic”  exercises,  mainly  running,  he  found  that  the  ser- 
vicemen he  used  as  subjects  showed  unanticipated  gains  as  a result  of 
the  program.  Most  of  these  men  had  developed  sedentary  lifestyles  in 
the  military,  and  many  suffered  from  overweight,  excessive  drinking, 
and  habitual  cigarette  smoking.  By  becoming  active  runners,  they  also 
usually  started  to  regulate  other  areas  of  their  physical  conduct,  for  ex- 
ample, modulating  their  diets  and  cutting  down  and  eliminating  their 
use  of  drugs.  What  happened  from  a psychological  standpoint  was  that 
they  began  to  feel  good  about  themselves,  and  to  see  that  they  were 
contradicting  their  own  health  efforts  by  their  addictive  behaviors. 

A child  is  able  to  resist  addictions  when  s/he  has  a sense  of  self  which 
rules  out  self-destructive  habits.  A person  who  has  not  developed  this 
attitude  in  childhood  must  institute  more  concerted  policies  to 
engender  it  as  an  adult.  A program  of  running  is  one  method  for  ac- 
complishing this.  It  is  an  example  of  a kind  of  activity  whose  immedi- 
ate, short-range  impact  expands  readily  into  larger  areas  of  self-regard 
and  self-regulation. 

Leap  of  Faith 

The  person  embarking  on  a planned  strategy  of  change  must  continue 
to  shift  between  these  large  and  small  issues  of  change.  Addicts  who 
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begin  to  replace  an  addiction  with  a new  relation  to  the  world  take  a few 
small  steps  which  are  not  enough,  initially,  to  guarantee  that  the  new 
identity  can  support  itself.  They  are  making  a leap  of  faith,  starting  on  a 
journey  whose  end-point  they  can  only  envision  at  some  dim  future 
time.  To  keep  on  the  path  they  have  laid  out,  they  must  continually 
return  to  the  image  of  the  person  they  ultimately  want  to  be.  At  the 
same  time  they  must  anticipate  the  rewards  the  new  self  will  gather  by 
seeking  recognition  for  the  gradual  progress  they  are  currently  making. 
Perhaps  a therapist  or  other  addicts  engaged  in  similar  struggles  can 
provide  this  support  and  acknowledgement.  But  the  individual  must  be 
the  first  to  note  how  well  s/he  is  doing. 

The  effort  to  change  always  involves  moments  of  weakness  and  distress 
at  not  making  the  headway  one  hopes  for.  These  are  the  crucial  mo- 
ments in  fighting  addiction.  One  has  to  be  prepared  to  confront  back- 
sliding with  a degree  of  equanimity  which  will  prevent  despair  and  giv- 
ing up.  Therapies  for  overeaters  emphasize  that,  should  people  slip 
from  a diet,  they  should  not  give  themselves  over  to  guilt  of  the  kind 
that  leads  to  an  uncontrolled  binge.  One  mistake  is  one  mistake,  no 
more  and  no  less,  and  the  person  must  be  the  first  to  make  allowances  if 
this  will  enable  sticking  to  the  overall  course  of  action. 

As  the  person’s  lifestyle  shifts,  s/he  grows  slowly  into  his  or  her  new 
image.  New,  more  constructive  behaviors  emerge  as  old  compulsive 
behaviors  fall  away;  real  rewards  flow  to  the  individual  for  the  new 
person  s/he  continues  to  become.  As  a former  addict,  care  has  to  be 
taken  that  old  patterns  don’t  return.  There  are  certain  settings  which 
former  addicts  may  never  feel  strong  enough  to  be  in  without  risking  a 
relapse.  Often  these  involve  being  with  people,  like  a mate  or  parent, 
whose  behavior  either  in  general  or  around  the  specific  addiction  ^ets 
off  the  addictive  cycle.  For  this  part  of  therapy,  serious  decisions  about 
relationships— whether  to  de-emphasize  some  or  even  leave  some 
behind  entirely— have  to  be  made.  Ex-addicts  may  also  have  to  stay 
away  from  activities  or  substances  to  which  they  have  extreme 
responses  for  whatever  reason.  For  obese  people  these  may  be  rich 
foods  which  are  high  in  sugar  content,  and  which  produce  for  them  an 
uncontrollable  double  dose  of  guilt  and  a “sugar  rush.” 

Curing  addiction  is  straightforward  and  incredibly  difficult  at  the  same 
time.  It  takes  no  secret  potions  or  mechanisms  aside  from  rearranging 
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whole  areas  of  one’s  life  and  parts  of  all  aspects  of  that  life.  Addiction  is 
at  the  very  heart  of  life,  at  the  same  time  that  it  is  antagonistic  to  life.  It 
is  a turning  away  from  life,  a limiting  of  oneself  which  is  not  only  un- 
necessary but  is  ultimately  destructive.  Therefore  anything  which 
enhances  life  combats  addiction,  and  an  existence  which  is  rich  and 
fruitful  offers  the  best  assurance  that  addiction  will  not  appear  or  reap- 
pear. And,  finally,  combating  addiction  is  a never-ending  process. 
Nobody  is  ever  completely  there,  just  as  nobody  is  absolutely  free  of  ad- 
diction in  all  areas  of  his  or  her  life. 

A Habit  Gone  Awry 

Any  person  who  faces  addiction  in  some  facets  of  his  or  her  existence 
may  require  drastic  reorientations  in  those  areas.  This  is  just  as  true  for 
the  individual  who  has  repeated  drinking  bouts  or  who  abuses  diet  pills 
or  tranquillizers  or  who  goes  on  compulsive  eating  binges  as  it  is  for  a 
person  who  is  hospitalized  for  alcoholism  or  who  is  arrested  for  heroin 
use.  Yet  in  these  cases  there  may  be  less  reason  for— or  possibility  of— 
submitting  to  a comprehensive  therapy  program.  Also,  as  I have 
pointed  out,  such  programs  are  not  necessarily  acceptable  or  workable 


"By  perpetuating  our  misunderstanding 
of  what  addiction  is,  we  are  managing 
to  accelerate  the  already  heavy  trends 
toward  increased  addiction  to  all  kinds 
of  drugs." 
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for  all  people.  What  remains  is  to  take  the  key  elements  present  in  any 
successful  treatment  for  addiction  and  to  demystify  them,  to  make 
them  available  to  everybody  in  whatever  form  may  be  applicable. 

To  free  ourselves  of  addictions,  we  have  to  learn  to  like  and  respect  our- 
selves, and  to  cope  with  and  gain  respect  from  our  environment.  In 
speaking  about  self-concept  and  the  confidence  that  we  can  come  to 
terms  with  the  world  and  simultaneously  gain  the  appreciation  and  love 
of  others,  we  are  approaching  addiction  in  a global  way.  We  need  also  to 
look  at  it  through  the  opposite  end  of  the  telescope,  from  the  standpoint 
of  the  habit  that  has  gone  awry  and  has  grown  bigger  than  the  habituee. 
Working  from  this  angle,  we  can  design  a self-tailored  “behavior 
therapy”  regimen,  based  on  our  awareness  of  why  we  turn  to  our  addic- 
tions and  what  triggers  this  response.  This  analysis  demands  that  we  ex- 
amine our  lives  to  ferret  out  those  points  where  we  experience 
difficulty  in  acting  appropriately.  It  means  being  unrelentingly  honest  in 
uncovering  those  situations  which  frighten  us. 

Armed  with  such  a self-analysis,  one  can  begin  to  modify  the  patterns 
which  make  up  one’s  life  and  which  result  in  addicted  behavior.  For  ex- 
ample, Henry  Jordan  of  the  University  of  Pennsylvania  discovered  that 
obese  people  tend  to  eat  in  all  rooms  of  the  house,  rather  than  limiting 
eating  to  a dining  area  (and  mealtimes).  Thus  a first  step  is  for  obese 
people  strictly  to  limit  themselves  to  eating  at  set  times,  when  they  ac- 
tually sit  down  and  prepare  and  consume  a real  meal.  These  early  steps 
towards  breaking  addictive  patterns  necessarily  have  an  artificial  quality 
which  people  just  beginning  to  control  their  behavior  must  rely  on.  To 
get  beyond  this,  besides  making  healthier  eating  habits  second  nature, 
they  will  also  have  to  reflect  on  more  basic  issues,  such  as  why  they 
resort  to  the  addictive  behavior  as  a way  of  dealing  with  problems,  and 
where  the  sources  of  their  anxieties  lie. 

Space  to  Choose 

Being  free  from  addiction  means  being  able  to  choose  how  to  respond 
to  a set  of  stimuli.  Somehow  people  have  to  be  able  to  escape  the  direct 
link  between  being  presented  with  a certain  situation  and  automatically 
turning  to  their  addiction.  One  method  for  giving  someone  the  space  to 
choose  has  been  employed  by  some  anti-smoking  groups.  They  ask  the 
addict  to  fill  out  a small  rating  sheet  each  time  s/he  contemplates  smok- 
ing a cigarette.  If  the  anticipated  enjoyment  is  not  above  an  arbitrary 
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point— say,  a three  on  a 10-point  scale— then  the  smoker  is  to  put  away 
the  cigarette  until  the  rating  goes  up.  Gradually,  the  smoker  is  asked  to 
raise  the  threshold  rating  at  which  s/he  allows  a cigarette  until  a point  is 
reached  where  s/he  can  quit  altogether.  This  method  makes  use  of 
several  of  the  characteristics  of  addiction,  particularly  the  fact  that  an 
addiction  is  not  used  for  pleasure.  It  allows  the  addict  to  realize  this  and 
to  hold  back  at  that  moment  of  choice  where  the  addict  most  often  goes 
wrong. 

More  Than  Stop-Gap  Measures 

Addictions  fill  essential  gaps  in  a person’s  life,  not  the  least  of  which  is 
empty  time.  Obviously,  if  a major  way  to  pass  time  is  to  eat,  smoke, 
drink,  or  consume  other  drugs  and  to  be  in  places  where  one  of  these 
activities  is  carried  out,  then  other  activities  must  be  found  with  which 
to  replace  the  focus  on  the  addiction.  Hobbies  can  be  utilized  or  other 
interests  or  job-related  skills  to  submerge  the  desire  for  addictive 
involvement.  But  for  this  substitution  to  become  permanent— and  here 
again  we  return  to  the  global  level  of  self-concept  and  a satisfying 
relationship  to  the  world— the  activity  will  have  to  be  more  than  a stop- 
gap measure  which  leaves  the  person  continually  looking  at  the  clock  to 
see  whether  a sufficient  amount  of  time  has  been  put  in  at  the  chore. 

Addiction  is  a potent,  albeit  illusory,  source  of  gratification,  and  any- 
thing which  would  replace  it  must  likewise  provide  important  gratifica- 
tions. The  characteristics  of  involvements  which  fill  this  bill  are  that 
they  give  us  good  feelings  about  ourselves  and  that  they  bring  out  our 
abilities  in  such  a way  that  other  people  can  respond  to  them.  Thus  we 
develop  feelings  of  our  own  worth  which  are  reinforced  by  the  respect 
and  admiration  of  others.  Activities  which  have  this  combined  weight 
become  mainstays  of  our  existence,  generating  a resistance  to  the  ap- 
peal of  addiction  which  is  not  easily  overcome  even  in  moments  of 
weakness. 
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Grow  old  along  with  me! 
The  best  is  yet  to  be. 


The  frail  and  crooked  old  lady  slumped  in  the  wheelchair  is  my  great- 
aunt.  She  is  83  years  old,  a widow.  Her  hands,  once  long  and  slender 
j like  my  own,  are  blotchy,  veined,  and  knotted  with  arthritis.  They  are 


Ms  Dobbie  is  a freelance  journalist  whose  other  articles  for  Addictions  include  “The 
Female  Alcoholic,”  “Donwood,”  and  “Alternative  Treatment  Methods:  Here  Come 
the  Esoterics.” 
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shaking  so  badly  that  I have  to  hold  the  book  for  her,  open  at  the  page 
where  the  above  lines  by  poet  Robert  Browning  appear. 

She  reads  slowly  and  jerkily,  with  obvious  difficulty.  Then  I notice  her 
gaze  shift  almost  imperceptibly  to  some  distant  point  in  the  visitors’ 
lounge.  She  says  nothing,  but  I know  what  she  is  thinking. 

She  is  remembering  the  husband  of  61  years  who  died  four  years  ago 
when  he  fell  and  hit  his  head  against  a park  bench  just  a block  from  the 
nursing  home,  the  children  and  grandchildren  she  hasn’t  seen  since 
they  made  the  trip  from  Montreal  and  Los  Angeles  last  Christmas,  and 
the  cello  she  hasn’t  been  able  to  play  since  her  crippled  joints  forced  her 
to  give  up  a concert  career  almost  30  years  ago. 

Her  eyes  are  moist  and  angry  when  she  eventually  turns  back  to  me. 
“Poets— they’re  all  fools,”  she  says.  “What  he  writes  there— it  isn’t 
true.” 

No,  it  isn’t  true.  In  fact,  for  the  elderly  today  Browning’s  words  contain 
the  bitterest  kind  of  irony.  Old  age  is  not  the  best  time  of  our  lives; 
more  often  than  not  it  is  the  worst.  The  mythology  of  the  “Golden 
Years”  is  only  one  of  the  ways  we  have  devised  to  reject  the  realities  of 
growing  old  and  to  shield  ourselves  from  the  painful  truth  of  our  own 
mortality. 

The  Threat  of  Creeping  Agism 

Aging  is  a process  none  of  us  can  escape,  yet  we  try  valiantly  to  do  so. 
We  are  careful  not  to  look  into  the  eyes  of  old  people  when  we  pass 
them  in  the  street.  We  arbitrarily  flush  them  out  of  the  mainstream  of 
day-to-day  living  and  assign  them  to  an  obscure  existence  with  no 
defined  purpose  or  importance.  We  feel  compromised  by  their  demands 
for  care  and  dignity,  and  look  for  ways  to  transfer  our  responsibility  for 
their  well-being.  We  belittle  them  with  false  assumptions  about  their 
capacity  to  think  and  feel  as  normal  human  beings.  In  short,  we  try  our 
damnedest  to  ignore  them. 

In  his  most  recent  book,  A Good  Age,  gerontologist  Alex  Comfort 
warns  that  creeping  agism— discrimination  against  the  elderly— 
threatens  to  make  the  aged  unpeople  by  depriving  them  of  dignity, 
money,  proper  medical  services,  and  useful  work.  In  a society  such  as 
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ours,  where  attitudes  toward  the  aged  constitute  what  Dr  Comfort 
terms  a “quiet  sort  of  pogrom,”  is  it  any  wonder  the  alcohol  and  other 
drug-related  problems  of  the  elderly  are  neglected? 

Essential  Insights 

To  confront  them,  after  all,  requires  that  we  first  confront  our  own 
fears  and  misconceptions  about  growing  old,  and  that  we  learn  to  accept 
old  age  as  an  inevitable  and  natural  stage  of  human  development.  These 
insights  are  essential  because  alcohol  and  other  drug  abuse  among  the 
aged  are  intricately  interwoven  with  the  process  of  aging  itself.  They  are 
also  urgent  in  view  of  the  fact  that  by  the  year  2000,  only  23  years  from 
now,  the  size  of  the  elderly  population  in  both  the  U.S.  and  Canada  will 
have  doubled  in  relation  to  the  general  population.  Added  to  that  are 
the  problems  implicit  in  the  dramatic  increase  in  alcohol  and  other  drug 
consumption  rates  among  those  entering  middle-age  today.  Without  a 
clear  understanding  of  the  unique  nature  of  alcohol  and  other  drug 
abuse  among  the  aged,  we  cannot  begin  to  deal  with  the  existing  evi- 
dence of  their  dependency  problems,  least  of  all  prepare  ourselves  for 
the  ominous  difficulties  which  loom  down  the  road. 


Alcohol  — The  Most  Abused 

The  evidence  suggests,  not  surprisingly,  that  alcohol  is  the  foremost 
substance  of  abuse  by  the  elderly,  followed  by  drugs  obtained  legally 
through  prescriptions  and  over  the  counter.  Illicit  drug  use  is  not 
unheard  of,  but  its  incidence  is  small,  a fact  explained  in  part  by  the 
“maturing  out”  of  narcotic  addicts  after  age  45  and  the  inability  of 
older  people  to  meet  the  economic  costs  of  a sustained  habit. 

“Alcoholism  and  other  types  of  alcohol  abuse  constitute  a major  health 
and  social  problem  for  the  elderly,”  says  Eloise  Rathbone-McCuan, 
director  of  Baltimore’s  Levindale  Geriatric  Research  Center.  “The 
enormous  task  of  identifying  and  treating  the  elderly  alcoholic  and 
problem  drinker  begins  with  the  recognition  that  the  problem  exists. 
For  too  long,  the  specialized  needs  of  this  group  of  alcohol  abusers  have 
been  ignored  by  all  levels  of  the  service  network.” 

Different  Set  of  Problems 

A 1976  study  of  the  alcohol-related  problems  of  Ottawa’s  aged  supports 
the  thesis  that  the  elderly  drinker  presents  a special  case.  More  than  half 
of  the  85  social  agencies  which  responded  to  a questionnaire  reported 
that  the  stresses  of  aging— resulting  from  both  physical  changes  and 
society’s  treatment  of  its  senior  citizens— make  the  alcohol  problems  of 
the  elderly  different  from  those  of  other  groups.  How  they  are  different 
becomes  readily  apparent  with  a close  analysis  of  the  peculiar 
difficulties  older  alcohol  abusers  face  at  the  recognition,  diagnosis,  and 
treatment  stages  in  the  resolution  of  alcohol  problems. 

Variety  of  Disturbances 

“The  treatment  of  problem  drinking  in  elderly  patients  is  complicated 
by  the  sometimes  overwhelming  variety  of  physical,  mental,  and  social 
disturbances  that  go  with  the  process  of  aging,”  says  Dr  Rathbone- 
McCuan.  At  the  two  initial  stages  in  particular,  complications  arise 
when  indicators  of  alcohol  abuse  are  mistaken  for  signs  of  senility  or 
chronic  brain  symptom  (CBS). 

Age-specific  factors  such  as  the  higher  incidence  of  physical  illness; 
reduced  intellectual  and  physical  capabilities;  malnutrition;  falls;  and 
increased  vulnerability  to  psychiatric  disorders  resulting  from  tiiese  and 
other  conditions  including  social  isolation,  economic  deprivation, 
retirement,  loneliness,  boredom,  the  loss  of  loved  ones,  reduced  sexual 


62 


potency,  and  a sense  of  purposelessness  can  all  be  misread  and  dis- 
missed as  natural  phenomena.  Several  studies  have  illuminated  the 
similarities  in  symptoms  between  elderly  alcoholics  and  non-alcoholics 
suffering  deterioration  of  cerebral  function  (CBS)  due  to  advanced  age, 
making  accurate  diagnosis  of  alcoholism  difficult  for  clinicians  who  are 
not  well-versed  in  geriatrics. 

The  fact,  too,  that  a large  proportion  of  the  aged  live  alone,  without  the 
support  of  family  and  friends  and  often  with  some  physical  infirmity, 
hampers  the  recognition  of  alcohol-related  problems.  Because  of  this, 
the  task  of  detection  often  falls  heavily  on  the  shoulders  of  “outreach” 
social  service  personnel  and  physicians.  Dr  Rathbone-McCuan’s  esti- 
mate that  one-third  of  the  non-institutionalized  population  over  65  visit 
a doctor  once  a month  underlines  the  crucial  part  played  by  the  medical 
profession  in  discovering  drinking  problems.  For  those  reluctant  or 
unable  to  venture  out  on  their  own  to  seek  help,  the  visiting  public 
health  nurse  may  be  the  only  hope  for  detection. 

No  Strict  Definition 

A research  team  at  the  Rutgers  University  Center  of  Alcohol  Studies 
also  warns  against  the  tendency  to  apply  strict  definitions  of  alcoholism 
to  the  elderly.  This  derives,  in  part,  from  the  theory  that  there  are  at 
least  two  distinguishable  types  of  geriatric  alcohol  abuser  who  may  have 
nothing  in  common  beyond  a diagnosis  of  alcoholism.  One  has  a leng- 
thy history  of  alcohol  problems;  the  other  began  drinking  heavily  late  in 
life.  Although  the  assumption  is  generally  made  that  the  latter  group’s 
distress  is  a response  to  life  changes  brought  on  by  aging,  Alcoholism 
and  Drug  Abuse  Institute  director  Marc  Schuckit  of  Seattle  cautions 
against  it.  “The  vast  majority  of  people  undergoing  these  stresses  do 
not  develop  substance  abuse.  Also,  abuse  of  alcohol  can  intensify 
somatic  problems,  isolation,  and  loss  of  status  which  tend  to  occur  in 
older  individuals  in  the  first  place.”  The  co-existence  of  life  problems 
with  evidence  of  alcohol  abuse  does  not  prove  a causal  relationship, 
says  Dr  Schuckit.  “There  exists  the  same  danger  of  assuming  that 
because  something  makes  sense,  it  is  true.” 

Peak  Periods  of  Alcoholism 

A major  prevalence  study  of  alcohol  problems  in  the  community  12 
years  ago  established  that  alcoholism  peaks  between  the  ages  of  45  and 
54  and  again  from  65  to  74.  It  has  also  been  acknowledged  that  elderly 
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drinkers  generally  consume  less  than  their  more  youthful  counterparts. 
Not  only  do  lack  of  money,  a changed  social  pattern,  and  decreased 
desire  for  alcohol  combine  to  reduce  social  drinking  among  the  elderly, 
but  tolerance  to  both  alcohol  and  drugs  diminishes  with  the  metabolic 
changes  that  accompany  the  aging  process.  “The  chances  of  a person 
over  55  years  of  age  being  an  alcoholic  in  the  clinical  sense  of  the  word 
are  minimal,”  the  Rutgers  group  told  the  Alcohol  and  Drug  Problems 
Association  of  North  America  in  1973. 

Trouble  with  Attitudes 

Attitudes  play  an  important,  and  sometimes  decisive,  role  in  diagnosis 
and  treatment.  Symptoms  of  alcohol  abuse  are  frequently  obscured  in 
elderly  patients  admitted  to  hospital  for  treatment  of  acute  physical  ail- 
ments as  a result  of  concealment  by  the  alcoholics  themselves  or  their  j 
family.  “Denial  is  infinitely  greater  in  the  elderly,”  says  Addiction 
Research  Foundation  of  Ontario  medical  consultant  Dr  Sarah  Saunders. 
“Most  of  them  weren’t  brought  up  to  deal  with  their  emotional  prob- 
lems, and  they  often  view  alcoholism  as  a sin.”  Many  physicians  and 
family  members  look  upon  alcohol  as  the  only  pleasure  left  to  the  aged 
and  are  reluctant  to  regard  its  abuse  as  a problem.  This  attitude  is  proba- 
bly the  most  common,  say  addiction  specialists,  and  also  the  most 
insidious. 


“Many  people  refuse  to  see  the  suicidal  behavior  behind  much  of  senile 
alcoholism,”  says  gerontologist  Alex  Comfort  from  the  Institute  of 
Higher  Studies  at  Santa  Barbara.  “They  don’t  seem  to  think  it  matters  if 
old  people  are  hurting  themselves.  Relatives  often  encourage  elderly 
family  members  to  drink  because  it  keeps  them  occupied  and  out  of  the 
way.  They  fill  old  people  with  depressants  like  alcohol  and  tranquillizers 
to  keep  them  quiet.” 

“Poor  Risk”  Label 

Because  many  nursing  homes  refuse  to  admit  patients  with  a record  of 
alcohol  abuse,  physicians  sometimes  bow  to  the  wishes  of  family  mem- 
bers to  omit  a diagnosis  of  alcoholism  from  applications  made  on  behalf 
of  elderly  patients.  There  are  doctors,  as  well,  who  see  both  old  age  and 
alcoholism  as  “incurable”  and  back  away  from  the  task  of  determining 
a treatment  program  and  following  it  through. 

If  elderly  problem  drinkers  are  fortunate  enough  to  have  their  distress 
detected  and  diagnosed,  they  still  face  a large  number  and  range  of 
treatment  barriers.  Not  the  least  of  these  is  the  fact  that  existing  ser- 
vices for  alcohol  abusers  are  not  designed  to  accommodate  elderly 
drinkers.  “They  will  be  accepted  in  some  treatment  programs,”  says  Dr 
Saunders,  “but  they  are  not  likely  to  be  treated  in  a way  which  recog- 
nizes the  problems  unique  to  them.  Many  facilities  have  an  unspoken 
cut-off  point  of  65.  They  feel  it’s  not  worthwhile  to  treat  someone  over 
that  age,  particularly  if  resources  are  limited.  They’d  rather  treat  a 
younger  person  because  he  or  she  has  more  potential  following  recov- 
ery. I get  pretty  upset  when  I hear  that.  I don’t  care  what  age  a person  is; 
if  he’s  in  distress  and  needs  help,  you  help  him.” 

Rutgers  researcher  Bruce  Carruth  stresses  that  the  small  number  of 
older  people  appearing  in  studies  of  treatment  populations  is  no  indica- 
tion of  the  extent  of  the  problem  of  pathological  drinking  among  the 
aged.  Rather,  it  reflects  the  exclusion  of  the  elderly  from  treatment  pro- 
grams because  they  have  been  labeled  “poor  risks.” 

Few  Special  Facilities 

As  for  treatment  facilities  which  address  themselves  directly  to  the 
special  problems  of  older  drinkers,  there  are  only  a few  scattered  across 
the  continent.  And  this  despite  the  fact  that  83%  of  the  community  care 
providers  surveyed  by  Rutgers  four  years  ago  expressed  the  conviction 
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that  the  issue  of  alcohol  abuse  among  this  age  group  was  urgent  enough 
to  warrant  public  policies  and  specialized  programs.  The  treatment 
model  Dr  Saunders  developed  in  1974  for  alcoholics  at  Toronto’s 
Castleview-Wychwood  Home  for  the  Aged  is  “virtually  the  only  one  of 
its  kind  I am  aware  of  in  Canada,”  she  says.  “If  there  are  more,  people 
are  certainly  keeping  quiet  about  it.”  The  void  of  both  treatment 
facilities  and  statistics  in  this  area  is  indicative  of  a problem  which  has 
been  obscured  by  neglect,  she  feels.  “The  problems  of  the  elderly 
simply  do  not  have  a high  priority.  The  employed  alcoholic,  the  im- 
paired driver,  young  people,  and  women  are  all  given  much  more  atten- 
tion.” 

Inadequately  Trained  Personnel 

The  lack  of  adequately  trained  personnel  is  another  determinant  of  both 
the  availability  and  efficacy  of  alcoholism  treatment  for  the  aged.  “The 
professional  education  of  social  workers— like  that  of  doctors,  psy- 
chologists, and  nurses— normally  includes  little  or  no  information 
about  alcoholism,  and  little  or  no  training  in  the  special  skills  involved 
in  the  treatment  of  the  alcoholic  client,”  says  Grace  Duckworth,  super- 
vising social  worker  at  San  Diego’s  Adult  Protective  Services  agency. 
Adds  Dr  Saunders:  “The  treatment  of  alcohol-related  problems  has  so 
many  social  components  to  it  that  it’s  hard  for  scientifically-oriented 
people  to  accept  it  as  a problem  they  ought  to  deal  with.  Older  nurses,  in 
particular,  tend  to  feel  their  role  is  merely  to  tend  to  a patient’s  physical 
needs.” 

Compounded  with  an  inadequate  knowledge  of  geriatrics,  the  result  is 
that  elderly  alcoholics  receive  fewer  days  of  hospital  care  and  are 
transferred  sooner  and  more  often  to  nursing  homes.  If  accepted  there, 
they  are  just  as  unlikely  to  encounter  personnel  willing  or  able  to  ad- 
vance their  recovery  prospects.  In  a study  conducted  last  year  by 
Carleton  University  graduate  student  Paul  Welsh  for  the  Canadian 
Foundation  on  Alcohol  and  Drug  Dependencies,  three-quarters  of  the 
residential  and  institutional  facilities  surveyed  reported  it  was  necessary 
at  times  to  evict  or  transfer  elderly  individuals  because  of  their  drinking 
behavior.  Dr  Rathbone-McCuan  also  notes  that  residential  settings, 
whether  designed  for  short  or  long-term  stays,  are  geared  for  younger 
homeless  men,  chronic  “skid  row”  drunks,  or— to  a smaller  extent- 
women. 

“It  is  imperative  for  physicians  to  familiarize  themselves  with  the 
various  degrees  and  manifestations  of  problem  drinking  in  the  elderly 
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in  order  to  make  a proper  match  between  the  patient  and  the  treatment 
resource,”  says  Dr  Rathbone-McCuan.  In  the  event  a patient’s  ex- 
cessive drinking  was  precipitated  or  aggravated  by  the  death  of  a 
spouse,  for  example,  “treatment  should  be  directed  toward  helping  the 
aged  person  work  through  the  feelings  of  loss.  Efforts  will  be  less  effec- 
tive if  the  focus  is  solely  on  the  coping  behavior  and  not  on  the  source 
of  the  emotional  stress.”  The  small  number  of  doctors  sufficiently 
trained  in  geriatrics  to  make  these  distinctions  is  another  obstacle  to 
treatment.  Says  psychiatrist  Sheldon  Zimberg  in  a 1973  article  entitled 
“The  Elderly  Alcoholic”:  “The  unwillingness  of  physicians  to  desig- 
nate a patient  as  an  alcoholic,  and  the  general  feeling  of  helplessness 
about  treating  alcoholics  is  a very  important  part  of  the  problem.”  As 
well,  the  many  social  and  health  services  required  to  deal  effectively 
with  the  problem  of  excessive  drinking  are  largely  fragmented  and  un- 
coordinated, resulting  in  the  older  person  being  passed  around  from 
one  agency  to  another.  The  possible  existence  of  cardiovascular 
difficulties  in  the  aged  person  further  complicates  the  treatment  picture 
since  Antabuse  and  Temposil  cannot  be  administered. 

High  Incidence  and  Prevalence 

Because  of  the  hidden  nature  of  alcohol  abuse  among  the  elderly,  a 
reliable  estimate  of  its  incidence  and  prevalence  has  been  hard  to  deter- 
mine. Most  addictions  personnel  working  in  this  area,  however,  seem 
to  accept  the  Rutgers  figure  of  7.5%  of  the  over-55  population  who  ex- 
perience some  degree  of  distress  directly  related  to  excessive  consump- 
tion. This  translates  to  fully  one-third  of  the  total  number  of  problem 
drinkers.  It  also  evokes  the  virtually  universal  opinion  that  alcoholism 
and  alcohol-related  problems  among  the  aged  are  far  more  prevalent 
than  previously  believed.  Several  factors  besides  the  lack  of  treatment 
statistics  have  prevented  an  accurate  picture  from  emerging. 

Firstly,  there  is  no  uniform  figure  indicating  the  onset  of  “old  age” 
upon  which  health  care  professionals  agree.  Research  undertaken  thus 
far  has  used  a variety  of  ages  from  50  through  65  to  distinguish  when 
this  stage  of  development  begins.  Many  investigators  think  50  is  too 
early;  others  feel  65  is  too  late.  Researchers  have  also  utilized  widely 
disparate  definitions  of  alcohol  abuse  to  determine  its  incidence.  Some 
have  accepted  survey  respondents’  own  criteria  for  “alcoholism”  while 
others  have  used  the  American  Medical  Association  disease 
definition,  actual  diagnoses,  or  a sliding  scale  of  alcohol  abuse  such  as 
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that  used  by  Dr  Zimberg  in  a 1971  study  conducted  at  the  Harlem  Hos- 
pital Center  in  New  York.  Furthermore,  most  prevalence  studies  have 
taken  place  in  institutional  or  clinic  settings  and  therefore  deal  with  a 
limited  segment  of  the  elderly  population— often  those  with  existing 
medical  or  psychiatric  problems  which  may  or  may  not  be  related  to  ex- 
cessive drinking. 

From  his  1975  review  of  the  alcohol  problems  of  the  elderly,  University 
of  Washington  psychiatrist  Marc  Schuckit  concluded  that  up  to  20%  of 
older  inpatients  and  10-15%  of  older  outpatients  have  serious 
difficulties  resulting  from  alcohol  abuse.  He  also  estimates  about  10% 
of  all  alcoholics  undergoing  treatment  are  over  60.  Last  year  two  U.S. 
researchers  found  90%  of  the  patients  over  55  receiving  help  from  a 
storefront  clinic  in  the  Bowery  section  of  New  York  had  a history  of 
alcoholism;  the  same  group  comprised  40%  of  all  clinic  patients  seen 
within  a recent  21 -month  period.  James  F.  Rooney  of  the  Catholic 
University  of  America  School  of  Social  Service  says  studies  indicate 
more  than  two-thirds  of  all  skid  row  alcoholics  are  over  50  and  a third  of 
those  are  over  60. 

Retirement  Community  Syndrome 

While  little  attention  has  been  paid  to  retirement  communities,  there  is 
a strong  feeling  among  many  addictions  personnel  that  alcohol  is  fast 
becoming  a serious  problem  in  these  settings.  Gerontologist  Alex  Com- 
fort reports  that  administrators  at  one  California  development  recently 
told  him  the  problem  has  reached  “colossal”  proportions.  Don  Hicker- 
son  of  the  Alcoholism  Council  of  Southern  Arizona  says  the  very 
nature  of  the  retirement  community  adds  to  the  likelihood  of  alcohol 
abuse:  “You  play  bridge,  you  have  a drink.  You  play  golf,  you  have  a 
drink.  These  people  have  idle  time  and  they  generally  don’t  have  to 
drive.  They  have  good  incomes  and  don’t  have  to  show  up  for  work  or 
be  responsible  to  anyone.”  At  St  Luke’s  Hospital  in  Phoenix,  up  to  a 
third  of  the  alcoholism  patients  are  over  55  and  most  are  retired.  The 
“Top  of  the  Hill”  treatment  program  there  is  one  of  the  few  designed 
to  meet  the  specific  needs  of  the  elderly  alcohol  abuser. 

The  Problem  at  Large 

Few  studies  exist  which  indicate  the  extent  of  alcohol  problems  among 
the  elderly  at  large.  Perhaps  the  most  widely  quoted  is  a 1965  survey 
conducted  in  a suburb  of  Manhattan  called  Washington  Heights  which 
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Mandate  for  the  Community 

Statistics  on  deaths  from  alcohol-related  causes  are  another  measure  of 
concern.  Between  1969  and  1973,  the  death  rate  for  women  over  60 
from  the  toxic  effects  of  alcohol  rose  500%  in  Canada;  during  the  same 


found  that  5.1%  of  those  over  65  suffered  from  “alcoholism.”  Another 
door-to-door  survey  done  in  San  Francisco  showed  19.5%  of  men  and 
2%  of  women  over  60  were  considered  heavy  drinkers. 'Research  of 
most  kinds  has  consistently  shown  a higher  incidence  of  alcohol  abuse 
among  men,  and  a higher  rate  yet  among  elderly  widowers  and  sepa- 
rated or  divorced  men. 


Caseload  surveys  of  social  service  agencies  have  also  turned  up  figures 
to  substantiate  the  existence  of  a heretofore  hidden  problem.  In  his 
study  for  the  Canadian  Foundation  on  Alcohol  and  Drug  Dependen- 
cies, Paul  Welsh  found  that  virtually  every  agency  responding  to  his 
questionnaire  had  seen  elderly  clients  with  alcohol  problems,  and  more 
than  half  reported  a rate  of  10%  or  more.  A recent  Rutgers  study  got 
similar  results. 
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period,  the  death  rate  from  alcohol  combined  with  other  drugs  in  the 
same  group  increased  by  67%.  Cirrhosis  of  the  liver  due  to  alcohol 
abuse  created  an  increase  in  deaths  of  106%  in  men  and  172%  in  women 
over  60  in  Canada  between  1965  and  1973. 

“Evidence  of  the  extent  of  the  problem  is  a mandate  for  the  com- 
munity to  act  to  relieve  the  pain  and  suffering  of  a substantial  number 
of  older  [people],”  advocates  Rutgers  researcher  Bruce  Carruth. 
Among  his  recommendations:  the  creation  of  task  forces  to  develop 
goals  and  priorities,  the  implementation  of  methods  to  identify  and 
treat  elderly  alcohol  abusers,  and  the  development  of  procedures  to 
monitor  and  evaluate  programs. 

High  Prescription  Use 

The  same  physical,  mental,  and  social  stresses  of  aging  play  a major  role 
in  the  pattern  of  drug  use  other  than  that  of  alcohol  among  the  aged  by 
exposing  them  to  a greater  number  and  variety  of  drugs  for  potential 
abuse.  Georgia  State  University  sociologist  David  Petersen  says  data  for 
prescription  drugs  alone  reveal  that  those  over  65,  while  comprising 
roughly  one-tenth  of  the  population,  receive  a quarter  of  all  prescrip- 
tions written.  “One  can  assume  that  they  also  consume  an  equally  sub- 
stantial proportion  of  over-the-counter  drugs,”  he  adds.  Indeed,  the 
U.S.  National  Council  on  Aging  reported  in  1970  that  the  elderly  spend 
an  estimated  20%  of  their  out-of-pocket  health  expenditures  on  drugs. 
According  to  New  York  psychiatrist  Emil  Pascarelli,  one  of  the 
foremost  researchers  in  this  area,  the  over-55  group  consumes  more 
legal  drugs  than  any  other  segment  of  society.  The  number  of 
prescriptions  scripted  fpr  this  group  in  the  U.S.  now  totals  more  than 
225  million  annually,  of  which  80%  are  for  mood-altering  substances. 
Not  surprisingly,  the  prescription  drugs  most  frequently  abused  by  the 
elderly  are  sleeping  pills. 

And  Abuse 

While  it  has  been  found  that  most  prescriptions  are  warranted,  the 
likelihood  of  abuse— whether  intended  or  inadvertent— increases  sig- 
nificantly when  the  following  factors  are  considered.  Firstly,  the  prob- 
ability of  an  adverse  drug  reaction,  even  to  a normal  dose  of  medica- 
tion, is  double  that  of  younger  populations  because  of  the  lowered 
physical  reserves  of  the  elderly.  As  well,  it  has  been  shown  the  potential 
for  adverse  reactions  swells  in  relation  to  the  number  of  drugs  an  in- 
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dividual  is  taking  and  the  complexity  of  the  prescription  directions.  The 
elderly  make  a high  degree  of  error  in  drug  consumption  as  a result  of 
lack  of  information  and  confusion  arising  from  multiple  prescriptions. 
One  study  of  older  patients  attending  a medical  clinic  found  66%  had 
made  mistakes  in  taking  medications  as  prescribed.  This  problem  is 
further  complicated  by  the  fact  the  aged  are  more  likely  to  mix  prescrip- 
tion drugs  with  over-the-counter  remedies  or  alcohol.  And  added  to 
this  is  a tendency  to  accumulate  medications  of  all  kinds— often  long 
beyond  their  expiry  date— and  to  share  them  freely  with  elderly  friends 
and  neighbors.  Dr  Comfort  recounts  a British  study  which  investigated 
the  borrowing  patterns  of  the  elderly  and  found  one  individual  with  42 
different  medications  in  his  collection. 

Physicians’  Guilt 

This  “formidable  array  of  drugs”  also  results,  at  least  in  part,  from 
loose  prescribing  methods  by  physicians  untrained  in  geriatrics  who 
find  it  simpler  to  medicate  the  symptoms  of  aging  rather  than  treat 
them,  or  who  fail  to  appreciate  the  effects  of  multiple  drugs  on  the 
elderly.  Says  Vancouver  psychiatrist  J.  C.  Morrant:  “In  hospitals  and 
nursing  homes,  the  over-prescribing  is  surprising.  A prescription  chart 
may  list  a hypnotic,  an  anti-psychotic  or  two,  an  anti-Parkinsonian 
agent,  a cardiac  glycoside,  a form  of  potassium  supplement,  a diuretic 
or  two,  a vasodilator,  an  assortment  of  analgesics  (often  proprietary 
ones  containing  several  ingredients),  vitamins,  hormones,  and  some- 
times three  different  aperients This  furor  therapeuticus  reflects  the 

physician’s  guilt  at  being  unable  to  cure  the  incurable.” 

The  hazard  in  such  prescription  techniques,  according  to  Dr  Morrant, 
lies  in  the  fact  that  most  prescription  drugs  and  many  over-the-counter 
drugs  can  cause  psychiatric  symptoms  as  a side  effect  in  aged  patients. 
Abuse  of  over-the-counter  medications  such  as  analgesics  (aspirin 
compounds),  antihistamines  (Benadryl,  Dramamine),  anticholinergics 
(found  in  virtually  all  proprietary  nerve  remedies) , and  those  contain- 
ing bromide  (Sominex,  Nytol,  Bromo-Seltzer)  has  been  linked  with 
depression,  confusion,  agitation,  drowsiness,  and  even  toxic  psychosis. 
Surveys  have  found,  in  fact,  that  analgesic  abuse  tends  to  increase  with 
age  in  both  men  and  women. 

Crucial  and  Vexing  Aspect 

When  prescribed  in  too-large  or  too-frequent  doses,  or  consumed  in 
combination  with  other  substances  such  as  alcohol,  many  drugs  pro- 
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voke  new  symptoms  more  onerous  than  the  ones  they  were  meant  to 
alleviate.  And  worse,  the  new  symptoms  risk  being  misconstrued  as 
further  evidence  of  senility  rather  than  as  an  adverse  drug  reaction. 

Less-than-stringent  prescription  practices  can  also  contribute  to  acci- 
dental and  intentional  drug  overdoses  among  the  elderly.  For,  as  British 
researcher  A.  J.  Smith  says,  the  drugs  chosen  by  the  aged  to  commit 
suicide  “are  probably  dictated  not  by  the  patient’s  knowledge  of  phar- 
macology, but  by  simple  availability.”  This  is  underscored  by  findings 
which  indicate  more  than  three-quarters  of  suicide  attempts  by  the 
elderly  are  made  with  drugs  obtained  from  their  own  physicians.  In 
their  1975  review  of  elderly  suicide,  University  of  Southern  California 
School  of  Medicine  researchers  Roger  Benson  and  Donald  Brodie 
stressed  the  likelihood  of  physical  illness  existing  in  old  people  who  at- 
tempt suicide.  “There  is  no  doubt  that  serious  physical  disease  is  a fac- 
tor in  influencing  a decision  to  take  one’s  life  at  any  age,”  they  note.  In 
the  elderly,  where  it  is  manifested  most  often  in  diseases  of  the  car- 
diovascular system,  it  has  been  identified  in  up  to  60%  of  cases. 

The  acute  drug  reaction— whether  inadvertent  or  deliberate— is  “one 
of  the  most  crucial  and  vexing  aspects”  of  drug  abuse  among  the  aged, 
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according  to  sociologist  David  Petersen.  His  1972  study  of  1,128  pa- 
tients admitted  to  Miami’s  Jackson  Memorial  Hospital  with  diagnosed 
drug  overdoses  showed  that  sedatives  and  minor  tranquillizers  were 
involved  in  four  of  five  cases  where  patients  were  over  50.  “The  signifi- 
cance of  these  drugs  as  causal  agents  in  the  majority  of  accidental  over- 
.dose  and  suicidal  gesturing  cases  cannot  be  denied,”  says  Petersen.  Of 
the  30  different  medications  identified  as  contributing  to  overdoses 
among  the  older  group,  the  most  frequently  abused  were  Valium, 
Tuinal,  phenobarbitol,  and  Darvon,  a non-narcotic  analgesic. 

“Probably  one  in  10  people  over  the  age  of  60  are  drug  abusers,”  Marc 
Schuckit  told  the  California  Medical  Association  recently.  “Physicians 
should  have  a high  index  of  awareness  of  the  abuse  of  sleeping  pills, 
anti-anxiety  drugs,  anti-depressants,  and  stimulants  in  older  people.” 
He  himself  feels  “very  strongly”  that  amphetamines  should  never  be 
prescribed  for  elderly  patients,  and  that  other  mood-altering  drugs 
should  be  warranted  only  rarely.  Adds  Vancouver  psychiatrist  J.  C. 
Morrant:  “Barbiturates  in  the  elderly  should  go  the  way  of  bromides— 
into  the  dispensary  trash  can.” 


Young  Addicts  Grown  Old 

The  pattern  of  drug  use  and  abuse  among  the  aged  is  distinguished  by 
the  fact  that  most  substances  are  legally  manufactured  and  legally  ob- 
tained. There  exists,  however,  a small  number  of  illicit  drug  addicts 
who  have  escaped  death  and  failed  to  “mature  out”  of  their  addiction 
only  to  arrive  at  old  age  with  their  habit  virtually  intact.  “The  geriatric 
opiate  abuser  is  usually  the  young  addict  grown  old,”  says  Dr  Schuckit. 
But  with  a few  differences.  For  one  thing,  elderly  addicts  tend  to  use 
smaller  quantities  of  drugs  and  to  take  them  less  frequently  than 
younger  addicts.  Less  than  5%  of  elderly  drug  abusers  in  a 1972  study 
reported  using  drugs  daily.  Older  opiate  addicts  are  also  more  likely  to 
seek  substances  other  than  heroin,  partly  to  avoid  physical  hazards 
resulting  from  impurities,  and  partly  because  they  are  less  able  or  will- 
ing to  engage  in  the  kinds  of  activities  necessary  to  sustain  a heroin 
habit.  This  has  been  confirmed  by  research  showing  almost  two-thirds 
of  a. sample  group  of  elderly  addicts  used  Dilaudid  while  only  19%  took 
heroin.  These  factors  are  thought  to  explain  a lower  rate  of  drug  over- 
doses among  older  opiate  abusers.  Elderly  addicts  tend  as  well  to  be 
more  difficult  to  identify,  not  only  because  they  are  often  isolated 
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socially  or  hidden  by  their  families,  but  because  police  routinely  over- 
look their  involvement  in  minor  crimes. 

Out  of  Sight  and  Out  of  Mind 

Although  few  studies  have  attempted  to  determine  the  prevalence  of 
serious  addiction  problems  among  the  aged,  researchers  estimate  5%  of 
methadone  maintenance  patients  are  45  or  more,  and  1%  are  over  60. 
Interestingly,  61%  of  Britain’s  registered  drug  addicts  were  50  or  more 
in  1960.  By  1969,  the  same  age  group  comprised  only  8%  of  the  total.  A 
similar  trend  has  been  noted  in  North  America  in  the  wake  of  escalating 
drug  abuse  by  the  young.  Appearing  now,  too,  is  increasing  evidence 
some  elderly  opiate  addicts  may  have  begun  abusing  drugs  in  their  40s 
rather  than  during  their  youth. 

Noting  that  older  addicts  generally  go  into  therapy  with  a greater  inci- 
dence of  accompanying  medical  problems,  Dr  Schuckit  nevertheless 
stresses  their  recovery  prospects:  “The  older  individual  is  more  likely 
to  stay  in  therapy  longer  and  to  complete  treatment,  which  may  indicate 
a better  overall  response.”  Ironically— in  view  of  the  reluctance  of 
many  to  engage  elderly  alcoholics  in  active  treatment— they,  too,  have 
demonstrated  a consistently  superior  response  to  rehabilitation  than 
their  younger  counterparts.  Optimistic  as  that  sounds,  it  is  little  comfort 
to  those  elderly  alcohol  and  drug  abusers  who,  being  out  of  sight  and 
mind,  are  also  out  of  the  recovery  stakes. 
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COMMENT 


BROADENING  TREATMENT  PERSPECTIVES 


byMunroMabey 


The  mistake  drug-related  agencies  have  made  to  date  is  to  isolate 
themselves,  their  physical  plant,  staff,  clientele,  therapeutic  expertise, 
and  programs  from  the  rest  of  the  community.  Inherent  in  this 
misdirection  are  two  myths:  that  drug  counseling  requires  specific 
techniques  different  from  4 ‘normal”  counseling  techniques;  and  that 
treatment  will  be  more  effective  and  will  achieve  a higher  success  ratio 
if  “specialized”  programs  are  offered. 

There  is  little  evidence  that  specialized  treatment  programs  have 
created  any  greater  potion  for  “success”  after  taking  out  the  foremost 
ingredient —that  of  selectivity  of  clientele— than  any  other  program.  It 
is  also  evident  that  so-called  drug  counselors  could  learn  more  by 
viewing  outside  counseling  techniques  and  expanding  their  approaches 
and  abilities. 

Our  new  approach  to  providing  service  assumes  that,  like  the  family 
with  a drug  problem,  community  problems  are  best  treated  as  a whole. 
To  isolate  or  concentrate  on  the  drug  user  as  the  deviant  within  the 
family  will  delude  the  counselors  so  that  they  will  fail  to  see  the  total 
interaction  system  of  the  family.  As  a result,  they  will  fail  to  come  to 
grips  with  the  problems  of  the  family  as  a whole. 

Mr  Mabey  is  the  supervisor  of  the  Nanaimo  Chemical  Dependency  Centre  Association 
in  Nanaimo,  B.C. 
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In  the  same  way,  by  isolating  the  drug  user  as  deviant  within  the 
community,  the  community  will  fail  to  come  to  grips  with  its  problems 
as  a whole. 

By  dealing  with  drug  dependency  as  one  of  its  many  problems,  possibly 
the  most  dramatic,  but  probably  not  the  most  serious,  the  community 
will  come  to  terms  with  people  in  a broader  context  and  framework. 
Hence,  the  community  will  begin  to  see  and  meet  more  of  its  needs. 

Growth  and  change  must  occur  as  we  are  among  others  (socially) , as 
well  as  when  we  are  by  ourselves  (individually).  One  of  the  problems 
facing  the  drug  dependent  person  is  fear  of  relating  to  anyone  outside 
the  drug  culture.  This  fear  is  due,  in  part,  to  the  fact  that  society  views 
the  dependent  person  as  dissimilar,  as  a failure,  and  as  a foreigner. 
Agencies  within  the  drug  dependent  field  are  perpetuating  this  problem 
by  pursuing  treatment  in  isolation. 

Health  is  an  integrated  state  of  complete  physical,  mental,  and  social 
well-being,  and  not  merely  the  absence  or  isolation  of  disease  or 
infirmity. 

As  treatment  agencies,  then,  we  can  assist  the  community  by  offering 
our  expertise  in  human  relations,  counseling,  and  organizing  in  all  areas 
of  personal  and  interpersonal  conflict.  Specifically,  we  can  provide  a 
service  in  individual  counseling,  group  counseling,  group  dynamics, 
human  relations  training,  family  counseling,  and  personal  growth 
seminars  for  the  community  at  large.  In  this  way,  we  are  not  isolating 
ourselves  or  our  clients.  Both  now  will  begin  to  fit  into  a service 
provided  for  the  whole  community,  and  will  be  treated,  not  as 
foreigners  or  deviants,  but  as  individuals  with  understandable  prob- 
lems. 
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Open  End  is  designed  as  a forum  to  air  and  stimulate  comment,  opinion,  and 
reaction  to  articles  which  have  appeared  in  Addictions.  Letters  should  be  50  to 
200  words,  signed,  and  addressed  to  the  editor,  Addictions,  Addiction 
Research  Foundation  of  Ontario,  33  Russell  Street,  Toronto,  Ontario,  Canada 
M5S  2S1.  The  editor  reserves  the  right  to  edit  letters  before  publication. 


I felt  a little  ambivalent  about  the  sensory  deprivation 
technique  being  included  with  such  " esoterics " as  acupunc- 
ture and  megavitamin  therapy  ("Alternative  Treatment  Meth- 
ods: Here  Come  the  Esoterics /'  Summer  '77)  being , in  my 
own  opinion , a pretty  conservative  experimentally-oriented 
psychologist  Still,  I suppose  that  this  particular  use  of  sensory 
deprivation  is  esoteric  enough  in  the  sense  of  not  being 
known  to  too  many  people  (although  I have  been  getting  a 
lot  of  reprint  requests  and  interviews  with  the  media  lately). 
Aside  from  that,  the  only  thing  that  I would  like  to  add  to  the 
discussion  is  that  in  the  research  with  Frederick  Ikard  we  also 
have  two-year  follow-up  data,  which  showed  that  the  results 
persist  for  at  least  that  long  in  undiminshed  strength;  and  that 
the  study  referred  to  that  I am  doing  with  Allan  Best  has 
preliminary  data  in  which,  on  a six-month  follow-up,  80 % of 
the  subjects  are  still  completely  abstinent  from  cigarettes.  So 
the  technique  really  looks  quite  promising.  Various  replica- 
tions and  extensions  are  in  progress  or  in  the  planning  stage, 
both  in  my  own  laboratory  and  elsewhere.  In  general,  I 
thought  the  brief  presentation  of  the  research  was  quite 
adequate,  and  I was  pleased  to  see  that  it  was  included  in  an 
overview  of  cessation  techniques. 

Peter  Suedfeld 
Professor  and  Head 
Department  of  Psychology 
University  of  British  Columbia 
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I found  the  article  on  "Alternative  Treatment  Measures:  Here 
Come  the  Esoterics " (Summer  '77)  a little  disconcerting. 
However , / am  certain  that  your  interest  in  presenting  TM  as  a 
method  to  help  meet  addictive  disorders  was  for  the  benefit 
of  the  patient  and  I am  certain  that  you  were  not  aware  of  the 
equally  bad , or  worse , consequences  TM  can  produce— not 
to  the  body  chemicals  but  to  the  soul  through  this  pagan  rite. 

James  D.  Town , MD 
Woodstock , Ontario 


Thanks  so  much  for  the  fine  job  you  did  on  my  article  in  the 
Spring  issue  of  Addictions  ("These  Guides  Are  My  Gurus"). 
Just  one  oversight— Linda  Roberts  and  Jon  Brett  were  co- 
authors with  me  on  the  book.  Without  their  care , support , 
and  encouragement , / could  never  have  completed  this 
project. 

Lee  M.  Silverstein 
Director 

Department  of  Human  Services 
Rockville  General  Hospital 
Rockville , Connecticut 


I have  just  read  "The  Addiction  Experience"  in  the  Summer 
edition  of  Addictions.  I recall  reading  "Addiction  Is  a Social 
Disease"  as  well.  I write  to  tell  you  simply  how  much  I am 
impressed  by  the  lucidity  of  Dr  Peele's  insight  and  expression. 
His  writing  expresses  an  interest  in  exploring  those  constella- 
tions of  personal  development  characteristic  of  our  place  and 
time.  It  is  something  I respond  to  and  something  I think  this 
industry  could  respond  to  as  well. 

George  Wright 

Director  of  Research  and  Information 
Association  of  Canadian  Distillers 
Ottawa , Ontario 


I read  "The  Addiction  Experience"  (Summer  '77)  and  I want 
you  to  know  how  excited  I am  to  read  such  a clear-headed 
description  of  the  phenomenon  of  addictions. 

I find  the  portrayal  of  addiction  in  a cultural  context  allows  a 
more  optimistic  attitude  about  the  possibility  of  helping  an 
addicted  person  to  change  (if  so  desired)  and  emphasizes  the 
responsibility  we  all  share  for  the  creation  and  "cure"  of 
addicted  persons. 

Jack  Watkins 
Executive  Director 
Family  Counselling  Service 
Kingston , Ontario 


According  to  recent  research  by  scientists  such  as  P6quignot, 
Keller  and  Terris , and  Wynder  and  Mabuchy , it  would  seem 
the  level  of  alcohol  consumption  at  which  the  risk  of  various 
physical  ailments  begins  to  increase  significantly  is  at  about 
half  of  the  10-centilitre  figure  Jan  de  Lint  uses  in  his  comment 
"Alcohol  Education  Where  It  Counts"  (Summer  '77).  But  it  is 
important  for  drinkers  to  realize  that  even  at  such  a reduced 
level  of  five  centilitres , consumption  cannot  be  taken  to  be 
always  safe , and  may  carry  considerable  risk  of  physical 
damage  for  some  drinkers. 

Wolfgang  Schmidt 

Associate  Research  Director— Social  Studies 
Addiction  Research  Foundation 
Toronto > Ontario 
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This  is  the 
last  issue 
of  Addictions 


With  this  issue,  Addictions  ends  24  years  of 
continuous  publication.  Through  all  its  changes  the 
magazine  has  concerned  itself  with  bringing  to 
addictions  workers  and  other  interested  people  the 
current  thinking  and  expanded  views  of  those  writers 
and  researchers  who  are  active  in  solving  the 
problems  posed  by  the  addiction  phenomenon. 

We  at  Addictions  owe  a great  deal  to  all  of  you  — 
contributors,  researchers,  subscribers,  artists  and 
photographers,  letter-writers  and  well  wishers. 

Thank  you. 


FETJU.  ALCOHOL  SYNDROME 


Eight  years  ago,  Christy  Ulleland,  a young  pediatric  resident  at  the 
Seattle,  Washington  county  hospital,  was  confounded  by  a group  of 
infants  whose  development  seemed  resistant  to  the  best  medical  care 
available.  Troubled  and  intrigued  by  their  failure  to  thrive,  she 
embarked  on  a review  of  their  individual  histories.  She  found  that  all 
six  had  mothers  who  were  chronic  alcoholics.  The  fact  that  the  children 
consistently  failed  to  respond  to  the  medical  care  provided  seemed  to 
dispel  the  assumption  that  developmental  problems  among  the 
offspring  of  alcoholic  parents  were  the  result  of  post-natal  neglect. 
Instead,  it  suggested  to  Dr  Ulleland  that  maternal  alcoholism  may  well 
have  its  most  profound  impact  during  pregnancy. 

Pursuing  her  suspicion  of  a link  between  fetal  deficiencies  and  alcohol 
consumption  by  pregnant  women,  she  examined  hospital  birth  records 
over  an  eight-month  period.  From  these  she  identified  12  more  babies 
born  to  alcoholic  mothers.  More  than  80%  were  found  to  be  undersized 
at  birth,  and  of  the  10  given  developmental  tests,  five  were  retarded, 
three  borderline,  and  only  two  normal.  When  the  results  of  Dr 
Ulleland’s  study  were  published  in  1970  and  1972,  they  were  called 
“dramatic.” 

A Distinct  Clinical  Entity 

Four  years  after  the  young  pediatrician  first  observed  a relationship 
between  maternal  alcoholism  and  infant  growth  deficiencies,  Kenneth 
L.  Jones  and  David  W.  Smith,  two  University  of  Washington  birth 
defects  specialists,  examined  eight  of  her  original  subjects.  On  the  basis 
of  the  children’s  physical  appearance  alone,  they  immediately  recog- 
1 nized  a similar  pattern  of  deformities  in  four  of  them.  Searching 
through  their  own  records,  they  identified  three  more  children  with  the 
same  distinctive  physical  characteristics.  All,  it  turned  out,  had  been 
born  to  chronic  alcoholic  mothers.  After  locating  an  eighth  with  the 
help  of  an  Ohio  colleague,  the  Seattle  team  undertook  a clinical  study 
which  eventually  expanded  Dr  Ulleland’s  original  findings  concerning 
growth  deficiencies  to  include  morphogenesis— or  birth  deformities— 
as  well.  The  results  were  published  in  the  British  medical  journal  Lan- 
cet in  June  1973.  Later  the  same  year.  Dr  Jones  and  Dr  Smith 

Ms  Bill  is  an  information  counselor  at  the  Addiction  Research  Foundation.  Ms  Dobbie  is 
a freelance  writer  whose  other  articles  for  Addictions  include  “The  Female  Alcoholic,” 
“Donwood,”  “Alternative  Treatment  Methods:  Here  Come  the  Esoterics,”  and  “Sour 
Notes  from  the  Vintage  Years:  Substance  Abuse  Among  the  Elderly.” 
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published  a second  study  in  the  same  journal  detailing  the  case  histories 
of  three  more  infants  with  the  same  pattern  of  disorders.  In  this  paper, 
the  two  dysmorphologists  indicated  that  the  complex  of  growth 
deficiencies,  physical  malformations,  and  mental  retardation  which 
they  had  observed  in  11  children  of  maternal  alcoholics  warranted 
recognition  as  a distinct  clinical  entity.  They  called  it  the  fetal  alcohol 
syndrome. 

Constellation  of  Abnormalities 

In  the  four  years  since  the  existence  of  the  fetal  alcohol  syndrome  (or 
FAS,  as  it  is  frequently  abbreviated)  was  announced,  further  research 
has  enlarged  upon  its  symptomology  and  the  original  team  from 
Washington  is  now  observing  the  syndrome  in  one-third  to  one-half  of 
babies  born  to  severely  alcoholic  mothers. 

Like  most  syndromes,  FAS  is  not  based  on  a single  feature  observable 
in  all  cases,  but  on  a constellation  of  physical,  mental,  and  growth 
abnormalities.  Some  infants  may  exhibit  a complete  range  of  FAS 
characteristics;  others  may  display  only  a few.  However,  certain 
features— such  as  pre  and  post-natal  failure  to  attain  normal  length  and 


The  original  announcement  of  the  existence  of  the 
syndrome  was  greeted  by  the  medical  profession 
with  a mixture  of  surprise  and  disbelief 
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weight,  unusually  small  head  circumference,  and  foreshortened  eyelid 
openings— are  found  in  virtually  all  instances  of  FAS.  At  age  one, 
infants  with  FAS  are,  on  the  average,  only  38%  normal  weight  and  65% 
normal  length. 

In  a prospective  pilot  study  of  322  births  at  the  Boston  City  Hospital  in 
1974,  the  babies  born  to  women  with  a history  of  heavy  drinking 
showed  significantly  more  weight  and  length  deficiency  than  those  born 
to  women  who  drank  less.  Similar  results  were  obtained  in  a 
retrospective  study  of  223  births  to  women  with  alcohol-related 
psychiatric  diagnoses.  Experts  on  FAS  point  out  that  infants  with  severe 
cases  of  the  syndrome  do  not  make  up  the  growth  deficiencies  present 
at  birth  even  as  chronological  age  increases.  In  1974,  researchers,  using 
data  from  the  Collaborative  Perinatal  Project  of  the  U.S.  National 
Institute  of  Neurologic  Disease  and  Stroke,  found  that  17%  of  the 
babies  born  to  maternal  alcoholics  had  died  within  the  first  week  of  life. 
A significantly  higher  rate  of  stillbirths  among  heavy  drinkers  has  also 
been  reported  in  one  major  European  prospective  study. 

Limited  for  Life 

Other  characteristics  frequently  observed  in  FAS  babies  include  mental 
deficiency  (with  standardized  intelligence  test  results  showing  a mean 
score  of  68,  according  to  one  researcher),  head  and  facial  deformities, 
joint  and  limb  abnormalities,  cardiac  defects,  and  central  nervous 
system  impairment  revealed  in  tremulousness,  a weak  grasp,  poor  eye- 
hand  coordination,  hyperactivity,  and  sleep  disturbances. 

One  scientist  in  the  U.S.S.R.  reported  in  1974  that  14  of  23  children 
born  to  full-fledged  alcoholic  mothers  were  mentally  retarded.  And  last 
year  psychologist  Ann  Pytkowicz  Streissguth  reviewed  the  results  of 
two  separate  studies  of  mental  deficiency  among  the  offspring  of 
chronic  alcoholic  women.  The  First,  involving  12  infants,  showed  that 
all  but  one  had  IQs  in  the  borderline  to  moderately  retarded  range.  The 
second,  a non-clinical  study  of  children  borne  by  18  severely  alcoholic 
women,  found  that  at  age  seven  only  25%  had  achieved  IQ  test  ratings 
above  the  moderately  retarded  level.  Mental  deficiency,  in  varying 
degrees,  is  the  most  common  index  of  fetal  damage  among  the 
offspring  of  maternal  alcoholics,  according  to  pediatrician  David  W. 
Smith.  In  his  words,  what  that  means  is  straightforward:  “The  baby’s 
capabilities  are  limited,  they  are  limited  for  life.” 
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The  same  Boston  City  Hospital  study  quoted  earlier  also  found 
congenital  malformations  were  diagnosed  significantly  more  often 
among  babies  born  to  women  who  drank  a minimum  of  IV2  drinks  a day 
and  on  occasions  at  least  five  or  six  drinks.  In  fact,  only  three  infants 
delivered  to  the  27  women  who  drank  heavily  throughout  their 
pregnancies  were  diagnosed  as  normal. 

Surprise  and  Disbelief 

Despite  both  the  current  and  retrospective  implications  of  recent  FAS 
research,  the  original  announcement  of  the  existence  of  the  syndrome 
was  greeted  by  the  medical  profession  with  a mixture  of  surprise  and,  in 
some  skeptical  quarters,  disbelief.  And  no  wonder.  Only  a few  years 
earlier,  well-known  author-anthropologist  Ashley  Montague  had  writ- 
ten in  his  book  Life  Before  Birth:  “It  can  now  be  stated  categorically, 
after  hundreds  of  studies  covering  many  years,  that  no  matter  how  great 
the  amounts  of  alcohol  taken  by  the  mother— or  by  the  father,  for  that 
matter— neither  the  germ  cells  nor  the  development  of  the  child  will  be 
affected.” 

If  Montague’s  sweeping  statement  of  fetal  immunity  to  alcohol  was 
somewhat  premature  and  misguided,  it  was  certainly  not  isolated.  In  a 
1955  pamphlet  entitled  “How  Alcohol  Affects  the  Body,”  even  the 
prestigious  Rutgers  Center  for  Alcohol  Studies  maintained  that  “the 


The  fact  is  maternal  alcoholism  has  been  linked  — 
empirically  at  least  — to  defective  offspring  since 
the  time  of  the  Greek  and  Roman  empires. 
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old  notions  about  children  of  drunken  parents  being  born  defective  can 
be  cast  aside.” 

History  of  References 

How  the  virtually  unexplored  potential  of  alcohol  to  wreak  havoc  on  the 
unborn  ever  came  to  be  regarded  as  a “notion”  by  the  alcohol  research 
establishment  itself  is  a conundrum  for  medical  historians.  For  the  fact 
is  maternal  alcoholism  has  been  linked— empirically  at  least— to 
defective  offspring  since  the  time  of  the  Greek  and  Roman  empires. 
Plato  and  Plutarch  made  reference  to  it,  and  Aristotle  is  reported  to 
have  said,  “Foolish  and  drunken  and  hare-brained  women  most  often 
bring  forth  children  like  unto  themselves,  morosos  et  languidos .”  Both 
the  Carthaginians  and  Spartans  forbade  couples  to  drink  alcohol  on 
their  wedding  night  because  it  was  thought  malformed  children  might 
be  conceived. 

During  the  “gin  epidemic”  in  England  in  the  1700s,  the  College  of 
Physicians  issued  two  reports  suggesting  parental  alcohol  consumption 
was  the  cause  of  a declining  birth  rate  and  an  increase  in  “weak,  feeble, 
and  distempered  children.”  Again  in  1834,  a select  committee 
investigating  drunkenness  for  the  House  of  Commons  submitted  that 
the  offspring  of  alcoholic  mothers  sometimes  have  a “starved, 
shrivelled,  and  imperfect  look.”  Medical  literature  throughout  the  18th 
and  19th  centuries  in  both  the  U.S.  and  Britain  is,  in  fact,  rife  with 
references  to  “puny”  and  otherwise  deficient  children  resulting  from 
alcohol-sodden  pregnancies. 

In  1900,  a British  physician  named  William  Sullivan  documented  the 
relationship  between  maternal  intoxication  and  the  viability  of  off- 
spring in  a manner  strikingly  similar  to  that  of  pediatrician  Christy 
Ulleland  70  years  later.  Sullivan’s  study  of  120  female  drunks  in  a 
Liverpool  jail  showed  that  56%  of  their  600  combined  progeny  were 
either  stillborn  or  died  before  reaching  two  years,  a rate  two-and-a-half 
times  that  of  a comparison  group  of  sober  blood  relatives.  He  also 
found  that  each  child’s  chances  of  surviving  beyond  two  years  declined 
in  direct  proportion  to  the  number  of  children  borne  previously  by  the 
mother.  For  those  sixth  to  tenth-born,  the  death  rate  was  a staggering 
72%. 

Unfortunately,  Sullivan’s  attempt  to  establish  a link  between  a 
mother’s  excess  alcohol  consumption  during  pregnancy  and  her 
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offspring’s  postnatal  ability  to  thrive  was  obscured  by  a subsequent 
wave  of  quasi-conclusive  and  ill-conceived  studies  explaining  defective 
children  merely  as  inheritors  of  their  alcoholic  parents’  personal  and 
genetic  insufficiencies.  A striking  number  of  other  20th-century 
clinicians  whose  research  suggested  the  same  association  indicated  by 
Sullivan  also  found  themselves  speaking  to  deaf  ears. 

Tragedy  of  Incalculable  Proportions 

According  to  Rebecca  H.  Warner  and  psychiatrist  Henry  L.  Rosett  in 
their  1975  survey  of  British  and  American  medical  literature,  the  idea 
of  a causal  relationship  between  alcohol  and  fetal  malformations  simply 
passed  out  of  vogue  in  the  post-Prohibition  era  of  relaxed  laws  and 
customs  concerning  alcohol.  The  result,  in  effect,  was  that  the  medical 
profession  at  least  tentatively  accepted  the  widespread  and  sadly 
erroneous  assumption  that  qualities  described  historically  as  “feeble- 
mindedness,” “idiocy,”  and  epilepsy  among  the  children  of  alcoholics 
were  the  natural  result  of  “poor  family  stock”  or  parental  neglect,  and 
were  in  no  way  related  to  the  toxicity  of  alcohol.  Laments  Ann 
Pythowicz  Streissuth,  one  of  the  foremost  contemporary  researchers  in 
the  field,  “It  is  a tragedy  that  his  (Sullivan’s)  work  had  so  little  apparent 


The  most  salient  point  that  can  be  made  about 
FAS  is  that  it  is,  of  course,  preventable. 
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effect  on  medical  research  of  the  20th  century.”  In  view  of  the 
estimated  incidence  of  female  alcoholism  (5%),  it  must  be  viewed  as  a 
tragedy  of  incalculable  proportions.  Indeed,  FAS  has  already  been 
identified  in  several  locales  as  the  third-ranking  (behind  Down’s 
syndrome  and  spina  bifida)  cause  of  mental  retardation  in  infants. 

Key  to  Unexplained  Similarities 

Smith  and  Jones’  original  announcement  in  1973  had  two  more  im- 
mediate effects.  The  first  might  be  termed  the  “Eureka!”  effect,  as 
clinicians  in  disparate  parts  of  the  globe  suddenly  realized  that  maternal 
alcoholism— prematurely  ruled  out  as  a factor  in  the  causation  of  fetal 
deficiencies— was  the  key  to  resolving  many  unexplained  similarities  in 
the  offspring  of  some  female  patients.  Only  three  years  after  the 
syndrome  was  named,  at  least  60  cases  had  been  published  in  the 
English-language  medical  literature,  about  half  from  Seattle  alone.  Last 
year,  Dr  James  W.  Hanson,  a third  member  of  the  University  of 
Washington’s  Dysmorphology  Unit,  noted  that  he  and  his  colleagues 
were  aware  of  at  least  98  more  undocumented  identifications. 
According  to  Dr  Smith,  seven  of  these  had  been  made  in  Vancouver. 
The  high  risk  factor  associated  with  alcohol  consumption  during 
pregnancy,  and  the  severity  and  irreversibility  of  most  FAS  symptoms 
led  to  the  recommendation  by  Dr  Smith  that  chronic  alcoholic  women 
be  actively  encouraged  to  practise  effective  birth  control  and  to  give 
serious  consideration  to  abortion  when  pregnancy  occurs. 

Ironically,  the  Seattle  team’s  naming  of  the  fetal  alcohol  syndrome  also 
brought  to  light  an  important,  but  virtually  unknown,  study  published 
in  France  a year  prior  to  Christy  Ulleland’s  initial  observation  of  failure 
to  thrive  among  infants  of  maternal  alcoholics.  In  this  paper,  four 
French  researchers  led  by  Lemoine  had  detailed  their  discovery  of 
virtually  the  same  pattern  of  anomalies  (subsequently  termed  the  fetal 
alcohol  syndrome  by  Jones  and  Smith)  in  25  of  127  children  born  to 
severely  alcoholic  women.  In  a letter  to  the  U.S.  dysmorphologists, 
Lemoine  told  of  the  indifference  his  findings  had  met:  “These  facts  are 
still  barely  admitted  by  my  French  colleagues,  which  astonishes  me.” 

“The  close  similarity  between  the  syndrome  described  independently 
by  two  research  groups  studying  very  different  populations  is  a strong 
confirmation  of  the  validity  of  their  observations,”  reported  Kenneth 
R.  Warren  at  a National  Institute  on  Alcohol  Abuse  and  Alcoholism 
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press  conference  last  June.  Ann  Pytkowicz  Streissguth  put  it  even  more 
emphatically  in  a 1976  article  in  Alcoholism  Problems  in  Women  and 
Children:  “The  fact  that  these  two  teams  of  researchers,  working 
independently  and  without  knowledge  of  the  other’s  work,  arrived  at 
similar  conclusions  regarding  the  danger  of  maternal  alcoholism  to  fetal 
development  and  even  the  type  and  degree  of  malformations,  is  indeed 
remarkable.” 

“Compelling”  Findings 

Today  the  existence  of  the  fetal  alcohol  syndrome  is  established  as  a 
distinct  clinical  entity  despite  some  initial  skepticism  concerning  its 
partial  resemblance  to  several  other  syndromes  (Cornelia  de  Lange, 
trisomy- 18,  Lenz  and  Noonan’s).  And  while  studies  of  human 
populations  have  been  powerfully  persuasive  in  bringing  this  about, 
much  of  the  evidence  supporting  the  insidious  relationship  between 
alcohol  consumption  during  pregnancy  and  fetal  anomalies  has  come 
from  animal  studies.  Research  using  animal  models  has  allowed 
scientists  to  corroborate  the  findings  of  studies  involving  human 
subjects  and  advance  insights  into  the  interractions  between  alcohol  and 
fetal  development.  Kenneth  R.  Warren,  who  summarized  the  results  of 
animal  research  for  the  NIAAA  earlier  this  year,  called  these  findings 
“without  a doubt  quite  compelling.” 

One  key  1971  study  by  a Rumanian  scientist  named  Sandor  showed  that 
the  features  of  albino  rats  that  were  fed  an  ethanol  solution  exhibited 
abnormalities  later  identified  in  human  offspring  as  signs  of  FAS.  A 
similar  pattern  of  deformities  and  altered  growth  had  been  found  in 
chick  embryos  three  years  before.  On  both  occasions  Sandor  warned 
that  his  findings  foretold  “a  serious  danger  signal  of  prenatal  risk  of 
ethanol  intoxication  during  early  pregnancy  in  humans.”  A 1975  study 
published  by  Tze  and  Lee  showed  that  alcohol  administered  to  female 
rats  led  to  fewer  and.  smaller  litters,  as  well  as  offspring  that  were 
undersized  and  generally  shrivelled  in  appearance.  Kronick  last  year 
reported  an  experiment  using  mice  which  demonstrated  that  fetal 
mortality  and  the  incidence  of  fetal  aberrations  occurred  more 
frequently  during  particular  gestational  stages  as  a result  of  alcohol 
ingestion.  So  far  research  on  the  cause  of  FAS  has  focussed  on  the  toxic 
capacity  of  alcohol. 

At  the  University  of  British  Columbia,  Dr  Gerald  F.  Chernoff  fed 
alcohol  to  two  different  strains  of  mice  and  found  that  the  higher  the 
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blood  alcohol  concentration,  the  greater  the  likelihood  of  fetal 
resorptions  (some  animals  tend  to  re-assimilate  dead  tissue  rather  than 
abort)  and  growth  deficiencies.  The  pattern  of  retarded  growth  and 
physical  malformations  observed  in  the  fetuses  by  Dr  Chernoff  was 
convincingly  similar  to  that  indicated  by  FAS.  His  study  also 
demonstrated  that  the  alcohol  sensitivity  of  the  mice  varied  genetically, 
apparently  in  relation  to  maternal  blood  alcohol  levels.  This  was 
confirmed  in  a subsequent  experiment.  What  is  particularly  significant 
about  Dr  Chernoff  s mice  is  that  some  bore  defective  offspring  after 
achieving  a blood  alcohol  concentration  equivalent  to  that  attained  by 
humans  with  an  alcohol  intake  of  only  three  ounces  of  absolute  alcohol. 

Levels  of  Risk 

Most  documented  cases  of  FAS  have  been  identified  in  the  children  of 
women  whose  drinking  meets  the  criteria  of  alcoholism.  And  from 
studies  of  both  animal  and  human  subjects,  it  is  apparent  that  the  risk  of 
fetal  damage  increases  with  the  volume  of  alcohol  consumed.  Dr 
Chernoff’s  studies  of  mice  suggest  clearly  that  pregnant  women  who 
drink  a minimum  of  six  drinks  a day  (three  ounces  of  absolute  alcohol) 
risk  giving  birth  to  offspring  with  some  or  all  of  the  congenital  and 
behavioral  abnormalities  characteristic  of  the  fetal  alcohol  syndrome. 


Certain  features  — such  as  failure  to  attain 
normal  length  and  weight,  unusually  small  head 
circumference,  and  foreshortened  eyelid  openings 
— are  found  in  virtually  all  instances  of  FAS. 


13 


Above  this  level,  which  experts  classify  as  “heavy  social  drinking,”  the 
risk  is  estimated  to  be  as  high  as  50%.  Partial  FAS  features  have  been 
diagnosed  in  19%  of  babies  whose  mothers  drank  an  average  of  four 
drinks  a day  and  in  11%  where  maternal  consumption  averaged  two  to 
four  drinks.  It  was  these  figures  which  prompted  the  NIAAA  to  issue  a 
health  caution  concerning  alcohol  use  by  pregnant  women  last  June. 
“Given  the  total  evidence  available  at  this  time,  pregnant  women 
should  be  particularly  conscious  of  the  extent  of  their  drinking,”  said 
director  Ernest  P.  Noble.  In  his  formal  statement  to  the  press,  Dr  Noble 
stressed  that  research  has  yet  to  establish  safe  levels  of  alcohol 
consumption  for  expectant  mothers.  “The  ideal  is  for  the  fetus  not  to 
be  exposed  to  alcohol  at  all,”  adds  pediatrician  David  W.  Smith.  For 
while  scientists  have  illuminated  much  of  the  mystery  surrounding 
alcohol’s  effect  on  fetal  development,  much  is  still  unknown  about  it.  It 
has  not  been  established  whether  FAS  is  related  to  beverage  type, 
although  a European  study  indicates  a higher  risk  among  women  beer 
drinkers.  Similarly,  the  role  of  complicating  risk  factors  such  as 
smoking,  diet,  liver  disease,  and  lack  of  medical  care  has  not  been 
clarified.  Since  1974  three  large-scale  prospective  studies  have  received 
NIAAA  funding  to  explore  these  areas.  This  research— conducted  at 
Boston  City  Hospital,  the  University  of  Washington,  and  California’s 
Loma  Linda  University  Medical  Center— has  already  yielded  some 
interesting  preliminary  results.  In  one  study  of  6,864  pregnant  women, 
for  example,  heavy  drinkers  were  also  found  to  smoke  more  cigarettes, 
take  more  drugs,  consume  more  coffee,  and  engage  in  more  drinking 
binges  than  other  women.  Another  showed  clear  signs  of  sleep 
disturbances  among  infants  born  to  heavy  social  drinkers. 

Implications  for  the  Binge  Drinker 

Dr  Chernoff’s  mice  research  strongly  suggests  that  the  maximum  blood 
alcohol  level  reached  in  pregnant  women  may  be  even  more  important 
than  volume  consumption  as  a determinant  of  fetal  abnormalities.  As 
long  ago  as  1900,  it  was  proved  that  alcohol  crosses  the  placenta  in 
concentrations  equal  to  those  in  the  maternal  circulation.  Unfor- 
tunately, it  takes  mice  as  long  to  be  metabolized  once  there.  There  is 
evidence  as  well  to  substantiate  the  idea  that  the  systems  under 
development  at  the  time  maximum  blood  alcohol  levels  are  reached  are 
most  likely  to  reveal  malformations  later.  This  may  explain  the 
appearance  of  only  a few  FAS  symptoms  in  some  children  whose 
mothers’  drinking  pattern  was  interrupted  during  pregnancy.  According 
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to  the  former  member  of  UBC’s  medical  genetics  department,  these 
findings  have  crucial  implications  for  the  binge  drinker.  His  discovery 
that  maternal  blood  alcohol  levels  were  genetically  variable  also 
suggests  one  reason  why  FAS  symptoms  differ  widely  among  the 
offspring  of  women  with  similar  drinking  histories.  A 1975  report  of 
fraternal  twins  exhibiting  different  patterns  of  FAS  characteristics 
indicates  further  susceptibility  to  alcohol  varies  genetically  among 
offspring  as  well. 

Recognition  and  Interruption 

The  most  salient  point  that  can  be  made  about  FAS  is  that  it  is,  of 
course,  preventable.  By  making  women  aware  of  the  potential  danger 
alcohol  poses  to  the  well-being  of  their  offspring— through  public 
education  and  physician  counseling— FAS  can  be  eliminated.  One 
study  has  already  shown  that  women  who  cut  down  on  their  drinking 
during  the  progress  of  their  pregnancies  bore  healthier  children  as  a 
result.  It  is  reasonable  to  assume  that  knowledge  of  the  FAS  threat 
would  be  a powerful  deterrent  to  alcohol  excess  in  most  expectant 
mothers.  Physicians,  public  health  nurses,  and  pre-natal  clinic  staffs  are 
all  in  key  positions  to  spread  awareness.  In  the  U.S.  this  has  been 
facilitated  by  the  widespread  circulation  among  practising  physicians 
and  medical  societies  of  the  NIAAA  “Health  Caution  of  Women.”  In 
Canada  no  such  bulletin  has  yet  been  issued,  although  it  has  been 
recommended  by  Dr  Jan  Dowsling,  coordinator  of  medical  services  at 
The  Donwood  Institute  in  Toronto.  “At  present  there  is  nothing  being 
done  in  gynecological  and  obstetrical  circles  in  Canada,”  says  Dr 
Dowsling.  “We  need  to  reach  people  who  will  at  least  ask  women  if  they 
are  drinking.”  Averting  the  possibility  of  FAS  depends  heavily  on 
recognizing  a pattern  of  alcohol  use  in  pregnant  women  and  interrupt- 
ing it. 

This  can  probably  be  achieved  best  through  physicians’  inquiries.  As 
the  mother  of  an  FAS  child  laments  in  a U.S.  film  produced  by  the 
National  Broadcasting  Corporation:  “If  a doctor  had  told  me  ‘Don’t 
drink,’  I don’t  think  I would  have. . . .1  wanted  that  baby  very,  very 
badly.” 
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by  Carl  M.  Stroh 


MILLER  SERVICES 


Every  so  often  certain  drugs  and  particular  types  of  drug  users  have 
been  singled  out  for  official  condemnation.  We  are,  at  the  present  time, 
in  the  middle  of  the  most  recent  “wave”  of  public  concern  for  chemical 
dependence.  In  Canada  the  last  such  sustained  surge  occurred 
approximately  50  years  ago  when  alcohol  and  opium  were  the  two  major 
drugs  of  concern. 

Temperance  leagues  and  abstinence  unions,  which  had  their  beginnings 
during  the  latter  part  of  the  19th  century,  were  successful  in  having 
prohibition  legislation  passed  in  several  areas  of  the  country  by  1915. 
Prohibition  significantly  reduced  alcohol  abuse  and  had  a generally 
positive  and  stabilizing  influence  particularly  in  the  developing  areas  of 
the  country.  In  spite  of  this,  popular  support  for  Prohibition  was 
gradually  eroded  to  the  point  that,  by  1925,  most  areas  of  the  country 
had  repealed  their  legislation. 

Although  any  number  of  complex  social,  political,  or  economic  factors 
may  have  been  interacting  to  erode  public  support  for  Prohibition,  a 
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Despite  such  persuaders  as  Dr  Kennion’s 
street  coffee  urn  cart  which  dispensed 
free  bread  and  java,  popular  support  for 
Prohibition  gradually  eroded.  By  1925 
most  areas  of  the  country  had  repealed 
their  prohibition  legislation. 


major  and  deciding  factor  appears  to  have  been  the  propaganda 
concerning  the  potential  provincial  revenue  to  be  made  from  liquor 
taxes. 

During  this  century’s  first  decade,  opium  use  by  Chinese-Canadians 
living  on  the  west  coast  was  popular  grist  for  the  media  mill.  This 
concern  appears  to  have  died  out  during  the  second  decade,  only  to 
have  been  rekindled  again  by  a few  writers  and  the  press  during  the 
1920s.  The  concern  for  opium  use  was  quite  different  from  the  worry 
over  alcohol  use.  For  one  thing,  racial  prejudices  and  fears  were  a major 
reason  for  the  furor.  For  another,  unlike  prohibitionists  who  were 
saying  4 4 We  don’t  want  alcohol  sold  to  ourselves  in  our  society,”  the 
concern  about  opium  use  was  more  4 4 We  don’t  want  those  Chinese  us- 
ing and  selling  opium  in  our  society.” 

Things  remained  relatively  quiet  from  the  mid- 1920s  until  the  1960s, 
when  the  country’s  present  wave  of  public  concern  acquired  its 
impetus. 

Panic  of  the  ’60s 

During  the  1960s  there  was  a tremendous  increase  in  the  use  of  mind- 
altering  drugs,  particularly  by  the  young.  The  news  media  capitalized  on 
the  natural  concern  of  parents  for  their  children  and  spurred  an  already 
upset  public  on  to  a tremendous  panic  reaction.  The  federal  govern- 
ment reacted  predictably  by  first  establishing  a new  bureaucracy  and 
then  doling  out  millions  of  dollars  for  the  establishment  of  “innovative 
treatment  and  preventive”  services.  The  assumption  was  that  the 
traditional  health  and  social  services  could  not  or  would  not  meet  the 
new  need. 

A very  small  number  of  these  hastily-established  projects  were 
successful  and  continued  their  existence.  The  vast  majority  of  them, 
however,  accomplished  disappointingly  little,  and  some  even  contri- 
buted to  the  problem  by  funding  key  figures  in  the  local  drug  culture 
and  teaching  them  and  their  followers  how  to  “rip-off”  the  taxpayers 
for  a living. 

The  provincial  governments,  with  one  or  two  exceptions,  reacted  to  the 
public  pressure  by  founding  their  own  bureaucracies  in  the  form  of 
alcoholism  commissions,  and  by  establishing  treatment  units.  Although 
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most  provincial  commissions  were  established  to  deal  with  drug 
problems  including  alcoholism,  the  absence  in  most  jurisdictions  of  a 
sizeable  population  requiring  treatment  services  for  drug  problems 
other  than  alcoholism  led  to  an  increasing  emphasis  being  placed  on  the 
development  of  alcoholism  treatment  units. 

For  a variety  of  reasons  then,  in  the  last  few  years  we  have  seen  a shift 
in  interest  away  from  other  substances  and  a swing  back  towards 
alcohol.  We  have  had  a rather  unusual  phenomenon  of  some  chemicals 
causing  intense  public  concern  and  generating  action  which  gradually 
has  come  to  focus  on  a completely  different  chemical. 

Since  the  initial  panic  reaction,  there  has  been  a steady  decline  in  the 
level  of  expressed  public  concern  for  the  youth  drug  problem.  Among 
the  principal  causes  of  this  declining  concern  are:  more  knowledgeable 
and  experienced  drug  users  less  given  to  panic  reactions  and  therefore 
less  likely  to  come  to  the  public’s  attention;  more  knowledgeable 
professionals  who  feel  more  comfortable  dealing  with  drug  reactions; 
less  widespread  use  of  the  more  harmful  of  the  illegal  mind-altering 
substances;  a better  informed  public;  adaption  to  the  new  patterns  of 
drug  use  by  society;  and  a shift  by  youth  towards  more  use  of  alcohol 
for  their  mind-altering  experiences. 

Initial  Promise  of  Change 

The  present  level  of  public  awareness  and  concern  for  drug  abuse  has 
had  a most  unusual  and,  initially  at  least,  promising  development.  As  in 
the  past,  public  concern  began  with  a fairly  narrow  range  of  identified 
problem  chemicals.  Unlike  most  user  populations  which  had  been 
identified  in  the  past,  this  user  population  was  well-educated  and  able  to 
ask  the  investigating  and  castigating  authorities  some  very  thought- 
provoking  questions  such  as  “How  is  the  use  of  alcohol  and 
tranquillizers  by  the  adult  population  different  from  our  use  of  LSD, 
marijuana,  etc.?”  and  “How  can  you  hope  to  solve  the  problem  by 
treating  a few  individuals  while  the  major  societal  problems  which 
contribute  to  the  drug  abuse  are  left  untouched.” 

These  questions,  combined  with  the  excellent  quality  of  professionals 
who  were  hired  to  deal  with  drug  problems,  resulted  in  two  very 
uncharacteristic  expansions  in  the  orientation  which  has  been  typical  of 
“drug  purges”  of  the  past.  In  the  first  place,  the  focus  of  concern 
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During  the  tremendous  increase  in  the  use 
of  mind-altering  drugs  in  the  60s,  parents 
were  spurred  to  panic  reaction  by  the 
media.  Since  then  there  has  been  a 
steady  decline  in  the  level  of  expressed 
public  concern. 


quickly  expanded  to  include  not  only  illegal  mind-altering  substances, 
but  also  the  abusive  use  of  prescription  and  non-prescription  drugs, 
alcohol,  tobacco,  caffeine,  and  chemicals  such  as  glue  and  gasoline. 
Secondly,  and  perhaps  even  more  significantly,  the  emphasis  began  to 
shift  from  methods  of  treating  chemically  addicted  persons  to  ways  of 
preventing  addiction.  This  led  to  a critical  look  at  our  way  of  life,  and 
the  institutions  responsible  for  the  development  of  our  society. 

Presentiment  of  Doom 

Now  a brief  four  or  five  years  after  this  most  promising  diversion  from 
the  usual  pattern  of  development,  we  are  clearly  returning  to  the  more 
traditional  and  restrictive  approach  that  has  spelled  the  doom  of  all 
preceeding  waves  of  public  concern.  In  spite  of  our  avowed  allegiance  to 
(1)  dealing  with  other  drug  problems,  (2)  emphasizing  preventive 
action,  and  (3)  addressing  ourselves  to  the  greater  social  problems  that 
result  in  drug  abuse  and  unhealthy  lifestyles,  we  have  come  to  the  point 
where  we  are  spending  almost  all  our  resources  on  the  treatment 
of  alcoholism. 

We  rationalize  our  concentration  on  the  alcohol  problem  by  telling 
ourselves  that  alcohol  is  the  biggest  problem.  We  then  convince 
ourselves  that  it  is  wise  and  good  to  deal  almost  exclusively  with 
treatment  because  we  know  so  little  about  prevention.  Both  of  these 
positions  are  rationalizations  that  cannot  easily  be  defended.  To  begin 
with,  if  we  continue  to  pour  all  our  human  and  financial  resources  into 
treatment  services,  we  never  will  know  anything  about  prevention— 
development  of  a sound  preventive  program  is  going  to  take  a lot  of 
people,  money,  and  time.  Secondly,  we  have  not  yet  accepted  the  fact 
that  alcoholism  is  not  so  much  a problem  as  a symptom  of  a problem. 

Workers  in  the  field  of  chemical  addiction  should  not  inhibit  their 
concern  for  alcoholism,  but  they  must  reaffirm  their  continuing 
concern  for  other  chemical  abuses,  and  must  make  serious  effort  to 
awaken  political  and  social  concern  for  the  abuse  of  chemicals  other 
than  alcohol.  In  particular  we  must  devote  some  time  to  the  abuse  of 
prescription  and  non-prescription  drugs,  and  the  use  of  cigarettes, 
coffee,  and  tea. 

But  the  problem  which  we  really  should  be  addressing  ourselves  to  is 
much  broader  than  just  chemical  dependence  or  substance  abuse.  What 
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we  should  be  concerned  with  is  the  phenomenon  of  addiction,  in  the 
broadest  sense  of  the  word. 

Dismissed  Academic  Addictions 

If  we  consider  addiction  as  any  habitual  inclination  towards  a particular 
action,  then  it  can  be  seen  that  our  concern  for  addiction  can  cover  a 
very  wide  range  of  activities  indeed.  Using  such  a broad  framework, 
such  diverse  activities  as  television  viewing,  participatory  and  spectator 
sports,  and  eating  come  under  our  scrutiny.  Some  people  are  addicted 
to  talking,  some  to  sex,  and  still  others  to  fishing  or  hunting. 

Most  people  would  agree  to  these  simple  observations.  Unfortunately 
once  we  have  agreed  to  their  truth,  we  all  too  quickly  tend  to  dismiss 
them  as  largely  irrelevant.  The  prevalent  attitude  is  that  such  simple 
truths  are  not  on  the  same  plane  as  drug  addictions,  and  we  should 
therefore  not  waste  our  time  considering  these  academic  addictions 
while  the  real  addictions  are  confronting  us.  We  have  not  yet  convinced 
ourselves,  yet  alone  the  general  public  or  the  politicians,  of  this  basic 
truth:  The  pressures  and  forces  which  result  in  some  people  becoming 
addicted  to  chemicals  are  the  same  ones  that  result  in  the  other  more 
innocuous-appearing  addictions,  such  as  TV  addiction. 

Let  me  make  it  clear  that  I am  not  suggesting  we  abolish  television, 
professional  sports,  or  even  alcohol  and  tobacco.  Nor  would  I suggest 
that  any  of  these  things  is  necessarily  bad.  What  I do  suggest  is  that 
when  any  of  these  activities  poses  a significant  health  risk  or  seriously 
impairs  and  regularly  takes  the  place  of  meaningful  social  interaction  so 
as  to  restrict  the  emotional  and  intellectual  growth  of  the  individual, 
then  it  should  be  considered  a negative  influence  both  for  the 
individual  and  society. 

Assuaging  Fears  and  insecurities 

Addiction  in  this  broad  sense  of  the  word  is  perhaps  the  most  dominant 
characteristic  of  our  society.  Indeed  we  seem  to  be  feverishly  pursuing 
the  creation  of  more  and  more  avenues  of  addiction  (e.g.  national, 
provincial,  and  regional  lotteries,  cable  television,  more  televised 
sports,  etc.).  Why  is  our  society  so  addiction  prone  and  what  does  the 
process  of  addiction  accomplish  for  the  individual  and  society? 

Man  is  basically  an  insecure  and  frightened  creature.  In  order  to  assuage 

23 


this  fear  and  insecurity,  man  must  accomplish  three  things: 

1.  He  must  create  structure  and  predictability  in  his  social  environ- 
ment; 

2.  He  must  feel  that  he  is  part  of  this  structured  environment,  and  can 
. therefore  affect  it;  and 

3.  He  must  feel  that  he  is  fulfilling  his  role  in  a competent  manner. 

A critical  weakness  in  our  society  is  that  man’s  basic  need  for  security  is 
not  being  met  because  these  three  conditions  do  not  exist.  What  then 
are  the  major  barriers  which  prevent  these  conditions  from  being  met? 

Barriers 

A.  One  of  the  major  barriers  to  modern  man’s  sense  of 
involvement  with  his  social  environment  is  the  tremendous  bureauc- 
racies within  which  he  finds  himself  enmeshed.  These  include  many  of 
the  private  businesses  that  he  deals  with,  and  the  municipal,  provincial, 
and  federal  governments  that  regulate  everything  from  the  water  he 
drinks  to  the  price  he  receives  for  his  labor.  Today’s  Canadians  have 
very  little  sense  of  control  over  their  social  environment.  Almost 
everything  is  manipulated  by  huge  impersonal  bureaucracies  which  we 
cannot  expect  to  influence. 

B.  Another  barrier  to  our  sense  of  meaningful  involvement  and 
competence  is  our  devotion  to  industrialization  and  mechanization. 
Time  and  time  again,  the  need  for  workers  to  feel  a sense  of 
accomplishment  and  pride  is  sacrificed  to  the  economy  of  mechaniza- 
tion and  the  assembly  line.  An  ever-increasing  percentage  of  workers  is 
being  removed  from  any  creative  labor,  and  thus  being  denied  the 
fulfillment  which  comes  from  meaningful  basic  accomplishment,  it  is 
perhaps  trite,  but  it  is  psychologically  true  that  if  we  have  no  pride  in 
our  work  (whether  it  be  the  work  we  are  paid  for  or  the  work  we  do  in 
our  leisure  time)  we  can  have  no  pride  in  ourselves. 

C.  Associated  with  the  development  of  mechanization  is  the 
development  of  technology.  The  technology  of  the  20th  century  has 
surrounded  us  with  complex  devices  and  structures  which  most  of  us 
can  never  hope  to  understand.  Useful  as  many  of  these  devices  are, 
they  also  contribute  to  a sense  of  dependence  and  insecurity,  in  a very 
subtle  way  this  burgeoning  technology  also  fosters  a sense  of  personal 
incompetence  in  the  individual. 
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Our  devotion  to  industrialization  and 
mechanization  creates  a barrier  to  our 
sense  of  meaningful  involvement.  While 
perhaps  trite,  it  is  psychologically  true 
that  if  we  have  no  pride  in  our  work  we  can 
have  no  pride  in  ourselves. 


D.  Perhaps  the  largest  single  cause  of  the  growing  sense  of 
personal  failure  is  our  education  system.  Our  predecessors  perhaps 
hoped  to  establish  a system  whereby  the  citizens  of  tomorrow  would 
have  the  learning  of  previous  generations  passed  on  to  them  to  insure 
the  opportunity  of  optimum  emotional  and  intellectual  growth  before 
they  took  their  place  as  fully  contributing  members  of  society. 
Unfortunately,  we  are  falling  far  short  of  these  ideals. 

Our  bureaucratized  and  inflexible  education  system  is  first  and 
foremost  instilling  a deep-rooted  and  life-long  sense  of  failure  and 
incompetence  in  the  majority  of  our  children.  Competition  is  every- 
thing, and  only  an  “A”  is  good  enough.  Few  children  and  still  fewer 
parents  are  content  with  1 2 ‘average”  (C)  performance.  We  must  all  be 
“superior.”  We  first  train  everyone  to  want  and  expect  approval  (A 
grades),  then  arbitrarily  decide  that  no  matter  how  well  everyone  does, 
only  a small  percentage  will  be  given  approval.  The  result  of  this  cruel 
manipulation  is  that  right  from  the  age  of  six  or  seven  the  majority  of 
our  children  develop  life-long  failure  identities  and  feelings  of 
incompetence. 

E.  Another  phenomenon  which  is  closely  related  to  the  education 
system,  and  which  significantly  contributes  to  the  pervasive  sense  of 
incompetence  and  personal  insignificance  is  what  might  be,  called  the 
professional  syndrome.  Even  as  grades  are  the  only  sign  of  accomplish- 
ment which  parents  recognize,  so  grades  and  degrees  have  come  to  be 
the  only  sign  of  accomplishment  which  society  recognizes.  The  last  20 
years  have  seen  a tremendous  increase  in  the  deification  of  “profes- 
sionals.” The  self-taught  expert  has  been  largely  discredited.  All 
meaningful  training  is  now  thought  to  occur  only  in  our  educational 
institutions. 

What  has  happened  is  that  once  the  self-taught  person  has  been 
discredited,  all  non-professional  activity  is  also  discredited.  The  so- 
called  professionals  are  careful  to  capitalize  on  the  two  major  methods 
which  they  have  to  distinguish  between  themselves  and  the  “non- 
professionals”: 

1.  Their  titles  and  degrees,  with  which  they  surround  their  names;  and 

2.  The  many  references  which  clutter  any  attempt  at  written  commu- 
nication which  they  might  undertake.  This  serves  the  dual  function 
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of  clearly  labeling  the  article  or  paper  as  “professional”  since  only  a 
professional  has  the  free  time  to  read  or  even  obtain  so  many 
articles.  It  also  intimidates  others  into  believing  that  the  author 
really  knows  more  than  s/he  is  saying. 

The  Social  Cop-Out 

Confronted  with  all  these  barriers  to  a sense  of  security  and 
competence,  people  use  addictions  as  a means  of  creating  structure  and 
predictability  in  their  environments.  Addictions  then  replace  individual 
and  social  development  in  an  environment  where  such  development  is 
not  fostered. 

The  results  of  our  addictions,  in  addition  to  massive  individual  and 
social  stagnation  is  a social  cop-out  of  a magnitude  seldom  witnessed  in 
history.  The  mass  submission  to  addictions  in  today’s  affluent 
societies— in  the  face  of  world-threatening  problems  of  widespread 
starvation,  overpopulation,  energy  shortage,  and  social  unrest— must 
be  one  of  the  best  (or  worst)  examples  of  massive  irresponsibility  ever 
witnessed.  We  are  among  those  nations  lucky  enough  to  have  an 
advanced  technology  and  higher  levels  of  education  and  training  which 
when  combined  with  abundant  natural  resources  yield  unprecedented 
leisure  time  for  the  pursuit  of  non-survival  types  of  activities.  When  the 
world  and  our  own  country  are  faced  with  such  serious  and  critical 
problems,  how  do  we  justify  spending  so  much  of  our  free  time  on  the 
pursuit  of  trivia  (e.g.  spectator  sports,  TV  viewing,  etc.). 

The  problem  is  not  only  that  we  as  a nation  are  irresponsible,  but  that 
the  so-called  third  world  countries  know  we  are  acting  irresponsibly, 
and  they  cannot  nor  won’t  wait  forever  for  us  to  regain  our  sense  of 
purpose. 

Future  Trends 

There  are  at  least  two  distinct  possible  futures  for  the  addictions  field. 
Which  of  these  futures  will  be  actualized  will  depend  on  whether  we 
continue  our  present  trend  of  constricting  our  field  of  endeavor  or 
whether  we  revert  to  the  broader  and  more  comprehensive  approach 
which  characterized  our  thinking  just  a few  short  years  ago. 

Future  I:  If  we  continue  to  be  overly-concerned  with  the  drug 
alcohol,  and  to  pour  the  vast  bulk  of  our  resources  into  treatment 
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facilities  and  programs  for  alcoholics,  the  addictions  field  will  soon 
begin  to  lose  the  priority  ranking  which  it  has  held  since  the  late  ’60s. 
Indeed,  in  some  of  our  jurisdictions,  this  loss  of  priority  can  already  be 
detected. 

Coupled  with  this  loss  of  prestige  almost  inevitably  there  will  be  an 
ever-increasing  degree  of  program  stagnation.  Faced  with  the  prospect 
of  endless  “Band-aid”  operations,  and  inability  (because  of  a lack  of 
bureaucratic  or  political  support)  to  begin  addressing  the  real  problem 
which  we  now  choose  to  ignore,  the  best  people  will  leave  the 
addictions  area.  Left  behind  will  be  those  who  will  be  content  to  spend 
our  money  and  their  time  on  endless  variations  of  the  same  few  themes 
. . .two-day  detox.,  three-day  detox.,  15-day  detox.,  etc.  Slowly  but 
surely,  the  addictions  programs  will  be  pushed  into  the  background  and 
bureaucratized  into  the  usual  non-social  services. 


If  this  is  the  future  we  choose,  we  should  “make  hay  while  the  sun 
shines”  because  the  rain  will  soon  be  here. 

Future  II:  If  we  can  but  return  to  our  broad  perspectives  of  a few 
years  ago,  a brighter  future  could  become  our  reality.  In  order  to 
achieve  this  future,  it  will  be  necessary  to  commit  ourselves  to  a 
preventive  approach  and  suppress  our  natural  tendency  to  be  concerned 
exclusively  with  substances. 

Serious  concern  for  the  problem  of  addiction,  and  full  awareness  of  the 
tremendous  impact  it  has  on  our  everyday  lives  means  that  we  must  be 
prepared  to  accept  the  inevitable  need  for  fundamental  and  courageous 
political  and  social  changes. 

The  key  to  Future  II  is  mobilization.  We  will  never  make  significant 
gains  unless  there  is  real  and  sufficient  social  and  political  concern.  The 
most  necessary  step  is  to  mobilize  the  community  against  addiction  by 
stimulating  meaningful  dialogue  and  facilitating  the  selection  of 
realistic  alternatives. 

I have  postulated  that  the  fundamental  problem  in  the  addictions  field 
is  that  modern  society  prevents  man  from  attaining  a basic  sense  of 
security  and  self-worth.  The  object  of  our  actions  in  Future  II  should. 


28 


The  technology  of  the  20th  century  has 
surrounded  us  with  complex  devices  and 
structures  which  most  of  us  can  never 
hope  to  understand.  By  contributing  to  a 
sense  of  dependence  and  insecurity,  they 
foster  a sense  of  personal  incompetence 
in  the  individual. 


therefore,  be  the  modification  or  elimination  of  the  basic  social  process 
which  stands  in  man’s  way.  What  is  required  is  a sustained  and  brutal 
attack  on  the  structure,  the  very  fabric  of  society.  Anything  less  would 
be  sham  and  hypocrisy.  That  is  what  we  have  today;  hypocrisy  and 
myths. 

Simply  stated,  the  major  barrier  to  Future  II  is  that  the  people  who  are 
free  to  speak  out  do  not  have  credibility  because  they  often  are  not 
professionals,  and  those  who  are  professionals  are  not  free  to  speak  out. 
Most  often  the  people  who  have  the  facts  and  figures  (as  well  as 
credibility)  are  civil  servants,  and  civil  servants  cannot  usually  become 
involved  in  sowing  the  seeds  of  unrest  or  encouraging  community 
mobilization  projects.  This  in  fact  is  one  of  the  weaknesses  of  our 
present  bureaucracy-eroded  freedom— in  many  crucial  areas  of  social 
concern,  we  are  free  to  speak  about  that  which  we  know  nothing  about 
but  we  are  not  free  to  speak  about  that  which  we  know  something 
about.  This  situation  is  further  complicated  by  the  fact  that  many  so- 
called  independent  or  private  organizations  are  so  heavily  funded  by 
one  or  more  levels  of  government  that  they  too  lose  their  freedom  to  be 
as  vocal  in  their  criticisms  or  probing  in  their  questions  as  they  should 
be. 

Another  major  barrier  to  the  attainment  of  Future  II  is  that  people  are 
very  comfortable  with  their  addictions.  Modern  dictators  have  been 
equal  to  our  own  politicians  in  realizing  that  most  political  and  social 
unrest  can  be  prevented  or  minimized  if  the  populace  can  be  kept 
amused  (television,  spectator  sports,  etc.)  and  drugged  (alcohol, 
coffee,  tobacco,  tranquillizers).  Not  only  are  people  content  with  their 
state  of  addiction,  but  they  also  often  reject  the  suggestion  that  they  are 
addicted,  and  they  may  react  vigorously  to  any  attempt  at  withdrawing 
them  from  their  addiction. 

Solutions 

A.  The  problem  is  buried  within  the  fabric  of  society,  and  that 
fabric  is  woven  with  many  inherent  barriers  to  significant  changes. 
Barriers  to  change  are  not  necessarily  bad:  in  fact,  they  may  be 
necessary  for  the  stability  of  a society.  Whether  or  not  the  barriers  are  in 
themselves  “bad,”  if  we  accept  the  necessity  of  social  change,  we  must 
be  prepared  to  overcome  the  barriers.  Justifiable  barriers  are  there 
to  retard  change  and  thus  provide  a measure  of  the  stability  which  is  so 
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necessary  for  society;  they  are  not,  or  at  least  should  not  be,  meant 
to  prevent  change.  Our  obligation  to  society  is  to  do  everything  in  our 
power  to  promote  change  which  we  feel  is  necessary.  We  must  be 
prepared  to  educate,  develop,  and  mobilize  our  community  resources. 
This  is  the  first  and  most  essential  step  in  solving  the  problem. 

Unless  the  public  is  educated,  concerned,  and  vocal,  the  politicians 
cannot  be  blamed  for  refusing  to  take  any  aggressive  action  towards 
combating  the  addiction  problem.  We  as  a society  and  as  informed 
individuals  must  be  prepared  to  initiate  a much  more  vocal  and 
involved  participation  in  the  decision  making  and  policy  development 
which  affects  our  future  existence. 

B.  One  of  the  most  fundamental  actions  which  we  must  pursue  is 
the  redirection  and  reorganization  of  manufacturing  and  industry  away 
from  the  current  dehumanizing  practices  which  rob  workers  of  any 
sense  of  accomplishment  or  any  opportunity  for  creative  labor.  Action 
in  this  area  will  not  only  serve  to  make  workers  feel  that  they  have  some 
significant  input  into  their  environment  but  will  also  make  them  feel 
happier  about  work  and  themselves.  Man  has  a basic  need  to  feel 
competent,  to  feel  that  his  contribution  is  significant.  The  workplace  is 
the  only  real  place  where  this  can  happen.  One  way  of  moving  towards 
this  goal  would  be  to  foster  a small  teams  approach  in  many  work 
situations.  With  some  modification,  assembly-line  work  could  be 
arranged  so  that  small  teams  of  workers  would  be  responsible  for  the 
entire  sub-production  or  sub-assembly  of  significant  parts  of  the 
completed  product. 

C.  Still  in  the  area  of  the  labor  force,  there  is  another  growing 
problem  which  is  significant.  We  continue  to  develop  technology  to 
replace  people,  and  at  the  same  time  continuously  raise  our  criteria  for 
an  “acceptable  level  of  unemployment.” 

I would  not  suggest  that  work  is  of  itself  good.  However,  until  we 
develop  our  use  of  leisure  time  activities  to  the  point  where  society  and 
the  individual  see  these  activities  as  essential  and  significant,  work  is 
the  only  real  way  for  most  people  to  achieve  a sense  of  competence  and 
achievement.  For  a society  to  develop  social  policy  which  removes 
many  individuals  from  the  opportunity  to  develop  and  maintain  a sense 
of  competence,  is  not  only  irresponsible  but  also  dangerous. 
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People  need  to  work.  People  have  a right  to  contribute  and  be  a part  of 
society.  It  is  nothing  less  than  folly  to  be  duped  into  believing  that  we 
can  "accept”  a level  of  10%,  7%,  or  even  3%  unemployment.  An 
unemployed  worker  not  only  means  lost  productivity,  but  more 
important,  it  means  a growing  sense  of  failure,  incompetence,  and 
separation  from  society  both  for  the  worker  and  his  family.  The  result  is 
bitterness,  depression,  a sense  of  social  separation,  and  addiction.  The 
really  frightening  thing  is  that  these  negative  reactions  do  not  readily 
disappear  when  and  if  the  person  is  employed  again.  We  thus  have  a 
cumulative  and  cancerous  disorder  which  gradually  comes  to  affect  a 
larger  and  larger  percentage  of  society. 

It  is  essential  that  meaningful  jobs  be  created  for  the  unemployed  of 
today.  For  the  future,  technological  changes  must  be  phased  in 
gradually  so  that  displaced  workers  can  be  retrained  and  introduced  to 
new  jobs  without  ever  going  through  a state  of  being  unemployed. 

D.  Within  the  education  system,  we  must  reconfirm  our  desire  to 
have  a system  which  is  meant  primarily  to  benefit  the  user  (student). 
The  reason  for  a child  to  enter  an  educational  facility  is  to  provide  the 
best  possible  environment  for  intellectual  and  emotional  growth.  At  the 
present  time  we  do  a third-rate  job  in  the  area  of  intellectual  growth 
(settling  for  the  short-term  memorization  of  facts  and  figures)  and 
ignore  entirely  our  responsibility  for  the  child’s  emotional  develop- 
ment. 

Either  the  schools  must  undertake  a major  reorganization  to  focus  more 
on  the  child’s  emotional  needs,  or  they  must  suffer  a minor  overhaul  in 
their  objectives  and  methods  within  the  area  of  their  responsibilities  for 
the  child’s  intellectual  development.  If  the  second  course  is  chosen, 
then  some  new  institution  must  be  introduced  to  attend  to  the 
emotional  needs  of  the  children  and  foster  their  maximum  emotional 
development,  in  much  the  same  way  as  the  churches  are  devoted  to 
fostering  the  spiritual  well-being  and  growth  of  their  charges.  In  this 
eventuality,  a sizeable  proportion  of  the  student’s  time  which  is  now 
taken  up  in  school,  would  be  transferred  to  the  new  institutions. 
Because  of  the  interrelationship  of  emotional  and  intellectual  develop- 
ment, however,  it  would  appear  to  be  preferable  if  the  schools  accepted 
responsibility  and  handled  both  areas. 
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Either  schools  must  undefti, 
reorganization  to  focus  n|o/f 
child’s  emotional  needs  hr  I 
suffer  a minor  overhaul  iiitfi 
and  methods  within  the  area 
responsibilities  for  the  chile 
development. 


Foremost  among  the  changes  that  must  be  made  to  our  education 
system  is  a shift  away  from  a competition-oriented,  failure-dominated 
system  towards  a system  which  realizes  individual  differences  in  fact  as 
well  as  in  theory,  and  encourages  the  individual’s  maximum  growth. 
Within  any  particular  subject  area,  a student  should  be  allowed  to 
develop  competence  at  his  own  speed  which  is  not  arbitrarily  compared 
to  the  speed  or  momentary  level  of  competence  of  his  age  peers. 

The  object  of  education  should  be  to  maximize  each  individual’s 
particular  pattern  of  abilities  rather  than  to  determine  who  is  best  at  a 
particular  set  of  verbal  skills.  Towards  this  end,  an  ideal  education 
system  should  facilitate  a wide  variety  of  student  placements  in  various 
jobs.  This  would  not  only  accomplish  the  obvious  purpose  of  allowing 
students  early  experience  with  particular  jobs  which  they  might 
subsequently  consider  or  reject  for  themselves,  but  it  would  also 
promote  a wider  understanding  of  the  real  world  and  a clearer 
perception  of  one’s  place  in  it.  This  is  education  in  its  most  basic  sense. 

E.  Because  of  the  gradual  erosion  of  religious  institutions’ 
influence  and  the  disappearance  of  large  family  units,  there  is  a 
desperate  need  to  encourage  and  create  a greater  sense  of  belonging  to  a 
community.  This  can  be  fostered  by  the  active  promotion  of  regular 
group  activities  such  as  curling  clubs,  bridge  clubs,  etc.  The  largest  and 
most  enduring  contribution,  however,  will  come  from  the'  designers 
and  architects.  New  residential  areas,  whether  they  consist  of  homes  or 
apartments,  must  have  as  their  guiding  design  principle  the  creation  of  a 
strong  and  lasting  sense  of  community.  If  we  are  serious  in  our  concern 
for  the  problems  of  increasing  crime,  violence,  and  addiction,  we 
must  not  allow  the  creation  of  any  more  huge  impersonal,  non- 
structured  residential  areas. 

People  must  feel  a part  of  some  clearly  defined  social  structure.  They 
must  feel  that  their  absence  will  be  noticed,  that  they  are  significant. 
This  is  not  possible  in  most  new  residential  areas.  We  may  appear  to 
save  a few  dollars  by  such  non-human  plans,  but  the  present  and 
continued  costs  of  such  folly  are  just  beginning  to  become  evident. 

Most  of  our  present  communities  are  designed  so  that  people  can  avoid 
contact  with  each  other.  We  have  drive-in  theatres,  restaurants,  banks, 
etc.  People  need  contact  with  others  in  a structured,  non-threatening 
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environment.  But  in  spite  of  this  need,  people  require  an  excuse  to 
socialize.  To  simply  have  space  that  encourages  interaction  is  not 
enough.  People  will  not  venture  into  the  space  unless  designers  provide 
an  excuse  (we  need  others,  but  do  not  want  it  to  appear  that  we  need 
others).  This  means  the  community  space  must  be  interspersed  with  a 
variety  of  things  such  as  small  shops,  outdoor  cafes,  tennis  courts, 
exercise  parks,  children’s  play  areas,  etc. 

F.  One  of  the  principal  characteristics  of  our  society  is  the 
promulgation  of  exclusive  and  life-long  one-to-one  heterosexual 
relationships.  From  an  early  age,  we  are  indoctrinated  into  the  belief 
that  the  value  of  all  relationships  pales  before  the  beauty  of  the  perfect 
and  exclusive  one-to-one  love  relationship  which  awaits  us  if  we  can  but 
find  the  perfect  partner  of  the  opposite  sex.  Devotion  to  this  belief 
results  in  at  least  two  destructive  processes:  stunted  emotional  growth 
and  disillusionment  with  marriage. 

The  process  of  channeling  all  our  love  needs  through  one  person  is  very 
dangerous.  When  a person  develops  an  exclusive  emotional  depen- 
dence (addiction)  on  just  one  person,  the  withdrawal  symptoms 
(depression,  aggression,  etc.)  will  be  very  severe  if  for  any  reason 
(divorce,  death,  illness)  the  love-object  is  removed  for  a sustained  time 
period.  And  for  those  who  have  not  established  a prime  love 
relationship  the  feelings  of  insecurity  and  rejection  are  often  severe. 

Since  most  people  create  their  prime  love  relationship  while  they  are  in 
their  late  teens  or  early  twenties,  they  effectively  shut  themselves  off 
from  any  but  the  most  superficial  social  relationships  for  most  of  their 
adult  lives.  Such  isolation  severely  inhibits  further  personal  growth.  It  is 
a great  personal  tragedy  and  social  loss  that  so  many  potentially 
meaningful  and  productive  relationships  are  cheapened  or  denied 
because  of  outmoded  social  mores. 

A disappointing  aspect  of  this  insistence  on  a single  significant 
relationship  and  an  idealized  love  object  is  people’s  expectations  are  too 
often  beyond  any  possibility  of  fulfillment.  The  tremendous  strain  put 
on  a relationship  by  making  it  so  exclusive  and  expecting  so  much  from 
it  almost  certainly  dooms  the  relationship  even  if  it  starts  out  with  the 
potential  to  be  ideal  for  both  partners.  When  disillusionment  sets  in  the 
reaction  is  to  try  another  marriage  partner  or  maintain  a superficial  shell 
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of  a marriage  while  searching  for  the  ideal  in  one  extramarital  affair 
after  another. 

What  is  needed  is  a much  broader  range  of  warm  and  lasting 
friendships.  This  does  not  imply  that  marriage  should  be  abandoned;  in 
fact  just  the  opposite.  Marriage  is  an  institution  which  has  tremendous 
potential  for  providing  not  only  stability,  but  also  structure  and  a sense 
of  community.  The  major  disadvantage  in  our  present  concept  of 
marriage  is  the  insular,  introspective  character  which  we  arbitrarily 
assign  to  it. 

I am  not  suggesting  expanded  extramarital  sex,  wife-swapping  or 
husband-swapping  parties,  or  anything  of  the  sort.  I am  speaking  about 
expanded  interpersonal  relationships,  and  while  sexual  activity  may  be 
an  important  part  of  certain  relationships,  it  is  often  neither  a necessary 
nor  a desirable  part  of  meaningful  relationships.  Our  young  people 
perceived  the  artificial  and  stifling  nature  of  our  emotional  attachments 
and  reacted  with  the  idea  of  “free  love.”  Unfortunately,  the  phrase  was 
misinterpreted  and  free  love  came  to  mean  “free  sex,”  and  a wave  of 
sexual  promiscuity  engulfed  the  whole  of  our  society.  In  recent  years 
there  seems  to  have  been  a growing  understanding  of  the  intended 
meaning  of  free  love  and  the  promiscuity  of  the  early  1970s  is  fading. 

Many  people  still  seek  sexual  conquest  or  sexual  encounter  as  their 
prime  addiction.  It  is  their  most  reliable  means  of  assuaging  feelings  of 
personal  insecurity  and  insignificance.  This  is  the  only  way  they  see  to 
gain  the  meaningful  one-to-one  heterosexual  relationship  which  society 
tells  them  they  must  have.  Ironically,  it  is  only  through  significantly 
interacting  and  developing  relationships  with  others  that  an  apprecia- 
tion and  acceptance  of  self  can  fully  develop.  Only  when  we  learn  to 
enjoy  and  foster  warm  friendships  with  others  do  we  learn  to  enjoy  a 
friendship  with  ourselves.  To  be  able  to  enjoy  and  make  productive  use 
of  our  time  alone  is  to  be  immune  to  addiction.  The  diversification  of 
our  friendships,  the  investment  of  more  of  our  affection  and  time  in 
people  other  than  our  marriage  partners  will  also  give  marriage  a 
chance. 

Perspectives 

In  addition  to  these  essential  and  monumental  changes  which  must  be 
effected  in  order  to  reverse  the  present  trend  towards  addiction,  there 
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A genuinely  concerned  and  responsible 
government  should  begin  at  once  to 
actively  discourage  the  growing  of 
tobacco.  In  a world  where  starvation  is  the 
future  for  many  millions  of  children,  it  is 
criminally  irresponsible  to  allow  some  of 
the  world’s  prime  agricultural  land  to  be 
devoted  to  the  growing  of  a non-food 
substance. 


are  at  least  three  rather  simple  actions  which  a genuinely  concerned  and 
responsible  government  can  take. 

A.  Begin  at  once  to  actively  discourage  the  growing  of  tobacco  in 
Canada.  In  a world  where  starvation  is  the  future  for  many  millions  of 
children,  it  is  criminally  irresponsible  to  allow  some  of  the  world’s 
prime  agricultural  land  (Southern  Ontario)  to  be  devoted  to  the 
growing  of  a non-food  substance  that  contributes  only  to  the  deaths  of 
thousands  of  people.  A government  that  doesn’t  have  the  courage  to  do 
something  to  put  an  end  to  this  outrage  should  be  put  out  of  office. 

B.  Place  an  immediate  and  total  ban  on  the  promotion  of  any 
alcoholic  beverage.  This  would  include  not  only  a ban  on  advertising 
but  also  a prohibition  of  the  many  more  insidious  promotional  activities 
of  the  alcohol  industry  (e.g.  sponsoring  sporting  events,  children’s 
sports  teams,  etc.).  How  can  we  justify  the  active  promotion  of  a 
substance  which  we  all  acknowledge  is  causing  untold  hardships  to 
thousands  of  families,  yearly  accounts  for  thousands  of  lives  lost,  and 
costs  taxpayers  millions  of  dollars  in  medical  costs,  insurance 
payments,  lost  productivity,  etc.  We  already  know  that  the  use  of 
alcohol  has  been  over-promoted:  it  is  already  over-used  in  society.  How 
can  we  justify  further  promotion? 

In  this  case  the  pressures  against  the  politician  will  be  tremendous.  In 
addition  to  outright  bribes,  lost  party  contributions,  and  bad  press 
generated  by  the  liquor  industry,  the  politician  will  have  to  deal  with  (1) 
advertising  firms  which  will  lose  money,  (2)  the  media  which  will  lose 
money  because  of  lost  advertising,  (3)  Canadian  grape  growers  who  will 
feel  threatened  by  anything  which  threatens  their  market,  and  (4) 
amateur  sports  organizations.  For  these  reasons,  concerned  citizens  will 
have  to  be  particularly  vocal,  aggressive,  and  persistent  to  effect  any 
real  change  in  this  area. 

C.  An  immediate  ban  should  be  placed  on  smoking  in  public  places 
such  as  taxis,  buses,  trains,  planes,  retail  stores,  doctors’  offices, 
government  offices,  banks,  and  restaurants.  Places  like  restaurants  and 
theatres  might  provide  special  smoking  lounges  for  nicotine-addicted 
clients.  The  aim  here  is  not  only  to  protect  non-smokers  from 
inconsiderate  smokers,  but  also  to  create  a social  environment  for 
children,  in  which  smoking  plays  little  or  no  part.  In  this  way  it  might  be 
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possible  to  encourage  future  generations  not  to  succumb  to  tobacco 
smoking.  Legislation  in  keeping  with  these  ideals  has  already  been 
passed  in  several  jurisdictions,  Sweden,  Arizona,  Ottawa,  and  Toronto 
among  them. 

Prediction 

I have  stated  that,  in  my  opinion,  our  society’s  continued  devotion  to  its 
addictions,  coupled  with  neglect  of  its  responsibilities  for  helping  solve 
the  world-wide  problems  of  famine,  energy-shortage,  over-population, 
ignorance,  and  political  unrest,  constitutes  one  of  the  biggest  cop-outs 
of  all  time. 

My  prediction  then,  based  on  the  rising  tide  of  political  unrest  and  the 
growing  gap  between  the  “have”  and  the  “have  not”  countries,  is  this: 
Unless  we  can  act  to  reduce  the  level  of  addiction  in  our  society  and 
begin  to  meet  our  responsibilities  to  the  world  community,  our  society 
will  be  forcibly  withdrawn  from  its  addictions  by  the  citizens  of  the  third 
world.  We  must  give  up  our  addictions  and  foster  alternatives  which  are 
meaningful  to  our  society  and  to  other  societies  as  well.  For  us,  time  is 
running  out. 
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COMMENT 


I use  the  word  “poor”  in  this  piece  in  its  economic  sense  to  describe 
what  is  more  commonly  referred  to  as  the  chronic  drunkenness 
offender  or  the  public  inebriate.  Using  “poor”  places  the  focus  on  the 
two  major  problems  of  his  existence  — his  poverty  and  his  addiction  to 
alcohol  — which  are  responsible  for  his  involvement  with  publicly- 
funded  agencies.  When  he  is  able  to  drink  without  getting  into  trouble, 
the  public  does  not  have  to  bother  with  him  and  is  content  to  leave  him 
alone.  If  he  is  capable  of  financially  supporting  his  drinking  lifestyle, 
people  take  the  attitude  that:  “It’s  really  too  bad  the  way  Harry  Green  is 
ruining  his  life  with  his  drinking,  but  at  least  he’s  never  lost  his  job.” 
However,  if  his  addiction  becomes  so  serious  a problem  that  his 
employer  loses  all  patience  and  finally  discharges  him,  and  his  family 
and  friends  in  like  manner  abandon  him,  the  poor  alcoholic  enters  the 
realm  of  the  social  welfare  system  in  order  to  acquire  the  medical,  legal, 
and  financial  assistance  he  needs  to  sustain  his  life. 

The  agencies  involved  are  asked  to  do  what  the  alcoholic  originally  did 
for  himself,  and  what  his  family  and  friends  may  have  been  doing  for 
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house  for  alcoholics. 
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him  for  some  time— providing  for  his  basic  needs.  Two  questions  can 
appropriately  be  asked  when  this  happens:  How  much  service  has  the 
alcoholic  a right  to  expect?  How  much  service  is  it  in  the  public  interest 
to  give  him?  Notice  that  these  seem  to  relate  to  different  aspects  of  life, 
the  first  being  a moral  issue,  the  second  a practical  concern.  I believe 
this  to  be  a somewhat  superficial  distinction,  but  the  nature  of  this 
comment  does  not  permit  a complete  consideration  of  the  philosophical 
principles  involved. 

Does  the  alcoholic  have  the  right  to  be  looked  after  by  society?  I do  not 
believe  that  he  has.  However,  in  a world  where  injustice  abounds,  and 
where  the  average  man  does  not  possess  the  rational  guidelines 
necessary  to  live  a truly  successful  and  happy  life,  the  alcoholic  is  just  an 
extreme  example  of  the  results  of  not  teaching  people  how  to  think 
properly.  Perhaps  the  crisis  aspects  of  his  situation  encourage  our 
abandoning  justice,  at  least  temporarily,  in  favor  of  compassion. 

How  much  help  is  it  in  the  “public  interestI 11  to  give  the  alcoholic?  This 
is  a much  more  complex  issue  than  it  might  appear  to  be.  “Public11  is  an 
abstraction  which  describes  a group  of  individuals  who  are  assumed  to 
be  similar  in  crucial  ways,  because  they  live  in  the  same  country, 
and  presumably  share  the  same  values  and  carry  the  same  burdens. 
“Interest11  implies  both  what  a person  wants,  whether  he  is  wise  to 
want  it  or  not,  and  what  he  needs,  whether  he  in  fact  wants  it  or  not. 
Obviously,  the  task  of  abstracting  the  common  interests  of  extremely 
large  groups  of  individuals  is  only  possible  in  a very  broad,  general  way, 
if  in  fact  we  can  do  it  at  all.  However,  if  we  assume  that  human  beings 
possess  common  characteristics,  just  by  the  fact  that  they  are  human 
beings,  we  might  be  able  to  hazard  some  opinion  on  the  nature  of 
“public  interest.11 

I believe  that  people  generally  identify  with  other  people,  to  a greater  or 
lesser  extent.  They  have  a tendency,  particularly  when  they  are  rational, 
to  react  to  need  and  suffering  with  conscious  or  implicit  responses  such 
as:  “If  I were  suffering,  I would  appreciate  receiving  the  generous 
assistance  of  other  people.  Therefore,  I do  not  resent  giving  such 
assistance  to  others.11  “Even  though  I am  my  own  responsibility,  it’s 
nice  when  someone  helps  me  out  in  an  emergency.11  “I  cannot 

understand  why  people  act  so  stupidly  (for  example,  by  drinking  so 
abusively),  but  I suppose  that  I don’t  always  behave  in  a completely 
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reasonable  manner,  and  I would  be  very  unhappy  if  I were  totally 
condemned  and  abandoned  for  my  mistaken  choices.” 

These  identifications  are,  of  course,  by  no  means  universal.  Many  do 
not  possess  the  rationality  to  recognize  the  extent  to  which  they 
themselves  depend  upon  such  kindnesses  in  other  areas  of  their  lives: 
receiving  unemployment  insurance  when  fired  for  just  cause;  receiving 
free  medical  assistance  for  diseases  caused  by  conscious,  deliberate 
abuse  of  one’s  body,  for  example,  through  smoking,  overeating,  and 
insufficient  exercise;  reciving  public  funds,  which  do  not  have  to  be 
repaid,  for  any  purpose  which  is  not  of  clearly  demonstrable  use  to 
those  providing  the  funds.  (Think  of  the  area  of  education,  at  all  levels, 
if  one  wishes  to  exempt  oneself  from  consideration.) 

What  I want  to  stress,  really,  is  that  most  people  are  interested  in  seeing 
fellow  citizens  receive  help  to  relieve  pain  and  suffering,  provided  that 
such  assistance  is  likely  to  be  temporary,  that  it  will  in  fact  produce 
positive  results,  and  that  it  is  necessary  in  the  sense  that  the  individual 
is  incapable  of  providing  it  for  himself.  Present  scientific  knowledge 
about  alcoholism  cannot  reassure  us  that  these  three  conditions  can  be 
met  for  the  poor  alcoholic,  or  for  any  alcoholic  for  that  matter,  but 
neither  can  it  be  stated  that  a future  solution  to  the  situation  is 
impossible,  given  a real  effort  to  solve  the  problem. 

The  alternative  to  treatment  for  the  poor  alcoholic  is  some  type  of  care 
since  he  is  no  longer  able  to  provide  for  even  his  basic  survival  needs. 
(If  we  can  believe  what  we  read  in  the  newspapers,  the  public  is  not 
willing  to  let  him  die  in  the  street,  as  occasionally  happens  now  and 
would  inevitably  be  a frequent  occurrence  if  we  were  to  totally  avoid  the 
situation.)  The  care  can  take  several  forms,  which  are  not  mutually 
exclusive:  the  alcoholic  can  be  incarcerated  in  a jail  or  a prison,  he  can 
be  given  welfare  assistance  to  live  on  his  own  as  best  he  can,  or  he  can 
be  offered  a home  in  a shelter  or  hostel  which,  in  addition  to  a roof  over 
his  head,  often  provides  him  with  food  and  emergency  medical  care. 
None  of  these  solutions  is  inexpensive,  particularly  the  first  one,  which 
entails  the  payment  for  services  of  such  professionals  as  police  officers, 
judges,  and  prison  guards.  The  second  and  third  alternatives,  while  less 
expensive  than  a treatment  approach  in  the  short  run,  have  the 
disadvantage  of  promising  to  be  a permanent  public  expense.  An 
additional  cost  to  be  considered  is  the  expensive  medical  treatment  that 
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most  poor  alcoholics  receive  gratis  for  alcohol-related  diseases  such  as 
cirrhosis  of  the  liver  and  alcohol-related  injuries. 

Is  it  really  possible  for  us  to  treat  poor  alcoholics,  expecting  them  to  get 
better?  The  results  of  the  treatment  research  attempted  to  date  do  not 
produce  unbounded  optimism  in  the  informed  observer.  But,  when  we 
look  at  the  effort  that  has  been  expended  up  to  now,  we  realize  that  a 
much  more  objective,  systematic,  and  comprehensive  approach  to  the 
development,  implementation,  and  assessment  of  programs  is  essential 
to  appreciably  improve  the  situation.  New  treatment  programs  should 
be  based  on  explicit,  rational  philosophies  which  attempt  to  deal  with 
man’s  basic  nature  and  which  include  the  latest  information  available 
on  the  causes  of  deviant  behavior  and  behavior  change.  Philosophical 
principles  must  be  applied  consistently  to  the  development  of 
programs,  and  programs  must  be  refined  as  new  knowledge  makes  old 
approaches  outdated.  To  have  any  valid  application,  programs  must  be 
measured  by  appropriate,  clearly  defined  standards  of  evaluation. 

In  order  to  do  these  things,  money  is  required,  enough  money  to  attract 
competent  professionals  and  paraprofessionals  to  conceptualize  and 
implement  innovative  techniques.  Any  halfhearted  attempts  to  control 
the  situation,  either  by  implementation  without  adequate  concep- 
tualization, or  by  evaluation  without  adequate  implementation,  are 
doomed  to  failure.  They  are  worse  than  a total  avoidance  of  the  problem 
as  a treatment  issue  because  they  mislead  the  public  about  the 
feasibility  of  treatment.  If  the  job  is  to  be  attempted  at  all,  it  should  be 
tried  on  a grand  scale. 

Finally,  considering  the  complexity  of  the  problem,  and  the  brief  period 
of  time  in  which  comprehensive  treatment  programs  have  been 
offered,  and  in  which  legitimate  research  tools  have  been  used  to  assess 
them,  we  would  be  throwing  in  the  towel  before  the  first  round  is  over 
to  decide  to  abandon  further  treatment  efforts  at  this  time. 
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Doing  Time  an 


iaining  from  It 


by  Dennis  Bernardi 


People  representing  community  agencies  have  long  been  exposed  to 
the  lack  of  direction  and  sense  of  isolation  shown  by  ex-prisoners.  With 
depressing  regularity  and  despite  their  own  best  efforts,  they  have 
watched  as  many  former  inmates,  for  lack  of  any  realistic  alternatives. 


Mr  Bernardi  is  director  of  the  Monteith  Program  and  on  staff  with  the  Addiction 
Research  Foundation  in  Timmins,  Ontario. 
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have  resumed  destructive  habits,  taken  their  places  on  the  jail-street-jail 
express,  and  become  perpetual  clients  of  the  welfare,  health,  and 
correctional  systems.  And,  whether  he  believes  in  punishment, 
rehabilitation,  or  both,  John  Q.  Public  pays  the  bills. 

Life  on  the  Street 

In  recent  years  correctional  agencies  in  Canada  have  shown  increasing 
concern  with  helping  prison  inmates  develop  improved  attitudes  and 
new  social  skills,  enter  counseling  situations  or  psychiatric  treatment, 
and  gain  job  referral  or  educational  opportunities  with  which  to  prepare 
for  constructive  adjustment  to  life  on  the  street,  reversing  costs  related 
to  crime  in  the  process. 

One  result  of  this  concern  has  been  the  Monteith  Program  which  was 
set  up  after  deliberations  by  Ontario’s  Ministry  of  Correctional 
Services,  the  Ministry  of  Health,  and  the  Addiction  Research 
Foundation  to  treat  residents  of  the  Monteith  Correctional  Centre,  a 
minimum-security  correctional  complex  in  Timmins,  a community  of 
43,000  situated  450  miles  north  of  Toronto. 

The  charges  for  which  Monteith  residents  are  sentenced  include  drug 
possession  and  trafficking,  breaking  and  entering,  theft,  assault, 
possession  of  a dangerous  weapon,  and  alcohol-related  infractions  such 
as  impaired  driving,  which  occasionally  involve  fatalities.  Most 
offenses  are  committed  under  the  influence  of  alcohol  and/or  other 
drugs  and  sentences  range  to  a maximum  of  two  years  less  a day. 

The  program  represents  a three-pronged  initiative.  First,  in  the 
treatment  area,  it  is  designed  to  help  residents  gain  insight  into  their 
needs,  and  to  take  steps  toward  changes  which  can  help  them  to  cope 
more  effectively  with  the  problems  of  daily  life  on  the  street.  Since  the 
process  is  geared  toward  the  development  of  social  and  interpersonal 
skills,  the  community  is  seen  as  an  integral  part  of  the  process,  and  the 
development  of  relevant  connections  to  the  community  has  a high 
priority  in  the  program’s  evolution.  In  the  second  place,  the  research 
area  should  yield  both  questions  and  answers  with  which  to  build  an 
increasingly  effective  model  of  correctional  treatment.  Thirdly,  and  on 
the  bottom  line,  in  the  midst  of  continuous  dispute  over  crime, 
punishment,  rehabilitation,  and  tax  dollars,  the  program’s  evolution 
will,  it  is  hoped,  provide  answers  to  such  basic  questions  as  “Can 


incarceration  be  an  opportunity  for  learning?”  And  “If  so,  how  much  is 
it  going  to  cost?” 

Source  of  Mystery 

The  Monteith  Program  has  gone  through  two  phases,  the  first  running 
from  December,  1970  to  May,  1973.  Phase  I,  funded  and  staffed  by  the 
Addiction  Research  Foundation,  was  a heavily-researched  pilot  project 
carried  out  in  cooperation  with  the  Foundation’s  evaluation  studies 
department. 

The  criteria  for  eligibility  included  at  least  a minimal  degree  of 
motivation,  average  intelligence,  history  of  problems  relating  to  alcohol 
or  drug  abuse,  and  sufficient  time  remaining  in  sentences  (three 
months)  to  allow  for  full  participation  in  the  program. 

The  average  age  of  the  150  men  who  participated  in  Phase  I was  24.5 
years,  ranging  from  18  to  64  years.  Seventy-five  percent  of  the 
participants  were  single,  89%  were  Caucasian,  and  education  level 
varied  between  Grade  3 and  13,  with  88%  having  Grade  10  or  less. 

Eighty  percent  of  the  men  had  been  employed  occasionally  in  semi- 
skilled jobs  or  as  laborers,  but  at  the  time  of  their  conviction  71%  were 
unemployed.  Twentyreight  percent  were  in  the  correctional  centre  for 
breaking  and  entering,  24%  for  theft,  11%  for  possession  of  stolen 
goods,  and  7%  for  assault.  Reported  use  of  alcohol  and  other  drugs  was 
heavy,  with  57%  consuming  the  daily  equivalent  of  seven  or  more 
ounces  of  absolute  alcohol!  Participants  reported  the  use  of  one  or  a 
combination  of  marijuana  (51%),  LSD  (41%),  speed  (41%),  heroin 
(15%),  and  cocaine  (12%). 

Phase  II  has  evolved  naturally  from  Phase  I rather  than  being  a 
completely  different  program.  It  is  a demonstrative  treatment  program, 
staffed  by  ARF  but  funded  by  the  provincial  Ministry  of  Correctional 
Services  on  a yearly  contract  basis.  The  program  has  three  staff 
members  who  participate  in  the  daily  activities  and  deliberations. 

When  the  program  first  began,  it  was  the  only  program  to  which 
inmates  were  transported  from  the  Monteith  Correctional  Centre. 
Being  an  unknown  quantity,  it  was  a source  of  mystery  as  far  as 
correctional  staff  and  inmates  were  concerned  and  it  elicited  some  wary 
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reactions.  The  extensive  testing  and  interviewing  added  to  the  exotic 
image  of  this  “bug  course,”  to  the  extent  that  participants  were  often 
referred  to  as  the  “goof  parade”  as  they  made  their  way  to  the 
institution  van  which  would  take  them  to  Northeastern  Regional 
Mental  Health  Centre  where  the  program  first  operated.  The  fact  that 
10  residents  were  driven  some  40  miles  to  a mental  health  centre  added 
to  the  forbidding  image. 

One  of  the  most  frequently  stated  reservations  of  candidates  has  been, 
“I  don’t  want  to  be  a guinea  pig.”  Once  in  the  program,  participants 
were  confronted  with  obvious  manifestations  of  the  research  design 
such  as  the  research  assistant’s  clarification  of  the  follow-up  procedure 
and  audio  and  video  recorders.  Despite  expressions  of  satisfaction  that 
one  stood  to  benefit  from  the  treatment  process,  the  theme  of  guinea 
pig  consistently  arose. 

The  program  is  a familiar  presence  now,  existing  alongside  educational, 
therapeutic,  and  employment  programs  for  residents  of  the  Monteith 
Correctional  Centre.  While  its  goings-on  are  still  viewed  with  curiosity, 
it  is  seen  less  as  a mysterious  island  to  which  a chosen  few  are  taken. 

Phase  I and  Phase  II  Cycles 

A Phase  I cycle  treated  10  individuals  and  ran  four  days  a week  for  eight 
weeks  followed  by  a break  of  one  or  two  weeks.  Phase  II  treats  14 
individuals  at  a time,  and  runs  five  days  a week  with  a participation 
cycle  of  nine  weeks.  Phase  II  has  an  ongoing  design,  whereby  seven 
individuals  leave  the  program  every  five  weeks  and  seven  more  enter 
the  program.  There  are  seven  senior  members  and  seven  junior 
members  in  the  program  at  any  one  time.  They  interact  together  some 
times  and  go  through  their  own  particular  activities  at  other  times. 
Phase  I treated  between  40  and  50  people  per  year  while  Phase  II  treats 
between  63  and  70  individuals  over  the  same  period  of  time.  The  main 
advantages  of  the  continuous  design  involve  the  treatment  of  more 
clients  and  greater  opportunity  for  the  utilization  of  the  peer  influence 
of  senior  members.  The  main  disadvantage  has  been  the  ongoing  and 
consequently  exhausting  workload  of  the  three  staff  members. 

Over  the  years  we  have  established  contacts  with  more  information, 
employment,  education,  and  support  areas  in  the  community  which  are 
helpful  in  providing  effective  transitions  to  civilian  life.  During  Phase  I, 
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a program  graduate  with  several  months  remaining  in  his  sentence 
would  almost  certainly  stay  in  the  prison  setting  until  release.  In  Phase 
II,  he  can  continue  his  efforts  to  prepare  for  his  return  to  the  street  with 
the  help  of  referral  areas;  for  example.  Northern  College  of  Applied 
Arts  and  Technology,  Canada  Manpower,  or  the  Community  Resource 
Centre. 

Eclectic  Approach 

Our  approach  to  working  with  clients  from  the  correntional  centre  has 
been  and  continues  to  be  built  on  many  influences.  In  order  to  meet  as 
many  needs  of  program  participants  as  possible,  we  try  to  synthesize 
whatever  sources  are  required  to  do  the  job.  This  very  eclectic  approach 
includes  becoming  more  sensitive  as  professionals  to  both  the  problems 
and  potentials  of  clients.  As  time  has  gone  by  and  we  have  learned  more 
about  ourselves,  we  have  come  increasingly  to  recognize  and  address 
ourselves  to  the  perceptiveness  and  abilities  of  program  members. 

The  goals  of  the  program  involve  helping  individuals  to  gain  more 
insight  into  and  control  over  their  needs,  feelings,  attitudes,  and 
behaviors,  and  to  build  needed  social  and  interpersonal  skills.  The 
pursuing  of  these  goals  results  in  increased  ability  to  cope  with 
problems  of  daily  living  on  the  street,  in  improved  self-esteem,  and  in 
increased  respect  for  the  rights  of  others.  We  believe  that  with  more 
self-awareness,  improved  levels  of  social  functioning,  arid  an  inter- 
nalized sense  of  responsibility  and  direction,  our  clients  are  in  better 
positions  to  choose  among  realistic  and  constructive  courses  of  action. 
And  as  a result  of  diminished  susceptibility  to  blind  impulses,  they  can 
gain  more  genuine  personal  freedom. 

More  Habilitation  than  Rehabilitation 

The  word  “rehabilitation”  is  often  used  to  describe  the  process  of 
helping  people  to  construct  happier,  more  self-fulfilling  lives.  I think  it 
is  inaccurate  to  describe  the  goals  of  the  Monteith  Program  in  terms  of 
rehabilitation.  The  word  is  defined  as  follows:  to  restore  to  a former 
capacity,  rank,  or  right.  It  implies  bringing  somebody  back  to  the  way  he 
was.  But  program  participants  have  grown  up  with  certain  negative 
feelings,  attitudes,  and  behaviors.  And  for  many,  their  family  situations 
have  not  allowed  for  the  usual  learning  process  which  takes  place  at 
home  — the  teaching  of  general  skills,  the  development  of  social  skills, 
the  imposition  of  limits  which  allow  the  child  to  get  along  with  others, 
and  the  building  of  constructive  attitudes  and  values.  The  social  skills 
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which  they  are  often  missing  have  never  been  there  in  the  first  place. 
The  missing  sense  of  responsibility  has  always  been  missing.  Words  like 
“habitation,11  “redirection,11  “restart,11  or  “remotivation11  more 
accurately  describe  the  Monteith  Program’s  outlook  than  does  the  term 
“rehabilitation.11 


In  some  ways,  the  program  provides  a family  setting  where  socialization 
skills  can  be  built.  This  is  not  to  say  that  participants  undergo  a regimen 
of  “touchy-feelies11  and  universal  love.  In  fact,  they  encounter  many 
difficult  situations  requiring  honesty  and  entailing  the  venting  of 
frustrations  as  well  as  the  unfamiliar  exercising  of  responsibility.  There 
are  times  when  poet  Piet  Hein’s  piece  of  advice  can  be  extremely 
relevant: 


Here  is  a fact 

that  should  help  you  fight 
a bit  longer: 

Things  that  don  V actually 
kill  you  outright 
make  you  stronger. 


Destructive  Emotional  Baggage 

Despite  the  fact  that  the  program  was  run  until  recently  in  a psychiatric 
hospital,  we  do  not  treat  mental  disorders  as  such.  While  our  clients 
sometimes  suffer  intellectual  and  emotional  frustrations,  they  also 
consistently  manifest  the  capacity  for  quick  and  effective  application  of 
their  faculties.  They  are  aware  of  the  realities  that  surround  them  in 
prison  and  on  the  street,  and  adjust  to  them  accordingly.  Some  of  the 
moves  put  forth  to  manipulate  the  “system”  as  represented  by  the 
prison,  parole  board,  or  program  indicate  considerable  aptitude. 

In  other  words,  program  participants  do  not  lack  the  intelligence  to 
function  in  society.  But  their  intellectual  capacities  are  often  hindered 
by  emotional  baggage  which  minimizes  feelings  of  security  as  well  as 
effective  social  functioning.  The  often  irresponsible  attitudes  and 
behaviors  which  they  put  forth  contribute  heavily  to  the  fact  of  repeated 
stretches  behind  bars. 
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We  try  to  utilize  the  talents  of  the  program  members  in  a process  of 
self-help  where  they  study  the  who,  what,  where,  how,  and  why  of  their 
actions.  With  the  help  of  staff  and  peers,  people  coming  to  the  program 
learn  from  different  sources  and  in  different  ways  about  aspects  of  their 
i attitudes  and  behaviors  which  they  may  seldom  if  ever  have  stopped  to 
contemplate.  The  usual  starting  points  for  this  exploration  are  the 
members’  attitudes  and  behaviors  in  the  program,  which  tend  to  match 
the  patterns  of  their  street  conduct. 

Responsibility  and  accountability  are  important  concepts  in  the 
program.  While  acknowledging  that  each  individual  is  unique,  with 
needs  and  abilities  pertinent  to  himself,  and  that  upbringing  and 
environment  heavily  influence  a person’s  approach  to  living,  we  insist 
that  he  is  capable  of  assuming  some  responsibility  and  should  be 
accountable  for  his  actions.  This  applies  despite  the  fact  that  he  may 
lack  perspective  on  the  reasons  and  conflicts  contributing  to  his 
behavior  on  the  one  hand,  and  may  be  missing  important  social  skills  on 
! the  other. 

In  prison,  anti-establishment  feelings  tend  to  build,  often  to  the  point 
where  they  are  used  to  expiate  feelings  of  guilt.  An  incarcerated 
individual  can  become  increasingly  separated  from  the  act  which 
resulted  in  his  confinement  and  a feeling  of  responsibility  to  the  victim 
can  become  remote  or  non-existent.  In  the  course  of  the  program  cycle, 
the  issue  of  accountability  arises  repeatedly.  An  almost  continuous 
theme  involves  the  effort  to  gain  perspective  on  one’s  own  respon- 
sibility for  what  happens,  thereby  gaining  a realistic  outlook. 

Premium  on  Honest  Communication 

Several  other  themes  of  participation  in  the  Monteith  Program  are  tied 
closely  together.  One  can  be  termed  “de-isolation,”  and  involves  the 
reduction,  in  the  program’s  community-like  setting,  of  feelings  of 
aloneness  with  one’s  problem  areas  and  frustrations.  Seeing  common 
ground  with  other  group  members  can  bring  perspective  to  an 
individual’s  problem  areas,  and  improve  both  his  motivation  and  the 
likelihood  of  his  becoming  an  active  part  of  his  surroundings. 

A premium  is  placed  on  honest  communication  in  the  exploration  of 
attitudes  and  behaviors.  Having  become  part  of  the  program’s 
deliberations,  the  member  can  increase  his  self-awareness  and  gain 
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insight  into  how  his  attitudes  and  actions  affect  both  himself  and  others. 
In  order  for  this  exploration  to  take  place,  however,  all  members  must 
cooperate  in  building  an  atmosphere  featuring  trust  and  sensitivity. 

Another  major  element  of  the  program’s  operation  is  the  ventilation  of 
feelings.  In  many  cases,  suppressed  and  confusing  emotions  have 
caused  extreme  discomfort  to  group  members  and  contributed  to 
repeated  patterns  of  impulsive  and  destructive  actions.  Constructively 
releasing  these  feelings  can  bring  benefits  in  several  areas.  In  the  words 
of  Dr  Seymour  Halleck  who  wrote  Psychiatry  and  the  Dilemmas  of  Crime: 

Bringing  emotions  out  into  the  open  often  detoxifies  the  guilt  or 
shame  that  accompanies  them  and  allows  the  patient  to  perceive 
the  absurdity  of  the  maladaptive  behavior  which  such  effects 
engender.  Insight  brings  greater  control  since  it  is  easier  to  deal 
with  what  one  knows,  and  because  self-awareness  facilitates  the 
discovery  of  the  existence  of  alternative  adaptations. 

Gaining  knowledge  and  control  of  emotions  can  increase  the  pos- 
sibilities of  gaining  control  of  behavior.  Many  of  the  men  who  come 
into  the  program  have  been  harmfully  influenced  in  their  actions  by 
things  around  them.  Reaction  to  outside  stimuli  often  varies  between 
excessive  conformity  to  what  peers  want  to  do  to  extreme  reaction 
against  outside  influences.  As  a result,  their  actions  are  largely 
controlled  by  outside  factors,  and  this  state  of  affairs  accompanies  them 
into  the  controlled  correctional  setting. 

Two  much  aggressive  or  passive  vulnerability  to  external  forces  can 
destroy  self-respect  and  leave  an  individual  with  little  direction  to  his 
life.  As  a result,  he  learns  little  from  his  experience  or  from 
constructive  criticism,  and  his  fate  is  determined  by  whatever  wind  that 
blows.  In  order  for  him  to  function  effectively,  much  of  the  impetus  for 
his  actions  should  come  from  within  himself  in  recognition  of  outside 
realities  and  in  accordance  with  his  own  interests.  In  turn,  he  should 
respect  the  rights  and  interests  of  others. 

Internalizing  the  Policeman 

We  deal  with  the  theme  of  inner  control  in  the  program.  In  the  process 
of  exploring  and  trying  on  new  responses  to  outside  influences,  the 
program  participant  has  the  opportunity  to  internalize  values  and 
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controls  which  allow  him  to  reduce  destructive  behavior  and  cultivate 
appropriate  responses  to  the  pressures  of  daily  living.  To  the  extent  that 
he  succeeds  in  becoming  his  own  “policeman,”  both  self-esteem  and 
real  freedom  increase. 

I have  mentioned  that  the  program  is  set  up  to  help  the  member  clarify 
what  his  problem  areas  are,  to  look  at  possible  alternatives  to  his 
current  situation,  and  to  begin  working  on  changes  which  he  feels  to  be 
necessary  for  a more  fulfilling  life.  For  this  process  to  flourish,  a 
positive  atmosphere  of  trust  and  honesty  must  exist  in  the  program, 
with  people  struggling  to  help  each  other  through  good  times  and  bad. 

Part  of  the  written  commitment  which  candidates  sign  before  entering 
the  program  involves  an  agreement  to  make  an  effort  to  participate  as 
much  as  possible,  in  all  activities,  even  if  it  is  difficult  to  do  at  times. 
This  agreement  does  not  dictate  that  the  participant  must  do  everything 
well.  It  would  be  absurd  for  example,  to  expect  a shy,  nervous 
individual  to  step  into  a group  and  proceed  to  verbalize  mightily.  But  it 
is  realistic  to  expect  him  to  try  to  express  himself  at  some  point.  With 
support  from  fellow  group  members  who  are  themselves  trying  to  cope 
with  difficulties,  he  can  learn  to  verbalize  better  while  becoming  more 
aware  of  himself.  By  struggling  to  perform  as  well  as  he  can,  the  group 
member  makes  a commitment  to  change  which  is  both  intellectual  and 
emotional. 

Acting  “As  If” 

At  times,  a member  will  experience  great  difficulty  in  adopting  certain 
positive  behaviors.  For  example,  “A”  refuses  to  listen  or  compromise 
during  differences  of  opinion.  As  a result  he  learns  little  from  mistakes 
or  constructive  criticism  and  has  a history  of  violent  confrontations.  In 
the  program  he  might  be  encouraged  to  go  through  the  motions  of 
listening  and  digesting  feedback  as  well  as  compromising.  This  “acting 
as  if”  mechanism  can  be  a valuable  tool  in  building  new  skills,  but  it 
requires  some  faith  on  the  part  of  the  individual  concerned  that  it  is 
worth  the  effort.  The  support  of  other  group  members  strengthens  this 
faith. 

When  a participant  “acts  as  if,”  he  is  trying  on  behaviors  for  size,  and 
sometimes  feels  like  a phony  while  doing  it.  He  feels  that  he  is  not  being 
himself,  that  he  is  putting  on  an  act.  And  he  is  right.  But  in  order  to 
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make  behavior  changes  which  will  allow  him  to  make  appropriate 
adaptation  to  civilian  life,  this  is  often  necessary.  After  he  has  “worn” 
the  behavior  for  awhile,  he  can  reassess  its  effects  and  usefulness  to 
himself. 

For  example,  “A”  makes  an  effort  to  use  listening  skills  and  exchange 
feedback  constructively  instead  of  exploding  in  a temper  tantrum,  or 
discounting  the  importance  of  what  others  have  to  say.  While  precedent 
and  his  First  impulse  dictate  that  he  do  the  latter,  carrying  out  the 
positive  behaviors,  painful  as  it  may  be,  can  bring  new  insights  and 
positive  reactions  instead  of  the  usual  negative  ones  from  the  people 
around  him.  The  positive  reinforcement  can  provide  fuel  for  further 
excursions  into  the  realm  of  changed  behavior. 

The  process  of  growth,  then,  does  not  necessarily  proceed  from 
resolution  of  internal  conflicts  to  improved  behavior.  It  can  go  the  other 
way  as  well.  In  either  case,  support,  support,  and  more  support  from 
clients  and  staff  alike,  provide  an  indispensable  catalyst.  The  attempt  at 
“trying  on”  certain  helpful  behaviors  and  skills  takes  place  during 
group  and  individual  interaction  with  participants,  staff,  and  commu- 
nity visitors.  “Acting  as  if”  is  further  augmented  by  the  extensive  staff 
use  of  role-playing  as  a teaching  device. 

Learning  by  Experiencing 

While  staff  has  veto  power  over  participants’  decisions,  the  latter  can 
exercise  initiative  and  affect  their  environment  to  a considerable 
extent.  Both  participants  and  staff  chair  meetings,  assume  supervisory 
duties,  and  advocate  courses  of  action.  Giving  excuses  for  inappropriate 
behavior  or  for  failing  to  fulfill  responsibilities  is  usually  viewed  as  a 
problem  to  be  solved.  At  the  opposite  extreme,  the  open  and  loud 
recognition  of  hard  work  and  the  undertaking  of  difficult  tasks  is 
promoted. 

In  the  program,  the  client  acts  in  addition  to  being  acted  upon.  The 
more  he  is  part  of  the  structure,  contributing  to  it  as  well  as  taking  from 
it,  the  more  likely  he  is  to  be  comfortable  with  its  tenets.  By  actively 
taking  part  in  the  deliberations  an  individual  increases  his  chances  of 
building  self-esteem  and  social  skills.  He  will  learn  very  little  by  having 
things  done  for  him;  in  fact,  dependencies  could  be  reinforced  by  a 
passive  approach  to  group  adherence.  While  learning  by  experiencing 
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may  be  painful  in  the  short  run,  I believe  it  enhances  the  possibilities  of 
retaining  what  has  been  learned  and  making  it  relevant  to  civilian  life. 

Staff  operate  between  the  opposite  poles  of  being  authorities  and  group 
members.  In  addition  to  interviewing  candidates  for  admission  to  the 
program  and  being  responsible  for  program  security,  we  enforce  limits 
when  the  necessity  arises.  But  everyone  in  the  program  is  a potential 
therapist,  and  rather  than  being  the  source  of  all  wisdom,  staff 
members  act  as  helpers  and  clarifiers  in  the  process  of  group  members 
making  their  own  judgments  and  decisions  regarding  themselves,  as 
well  as  in  forming  their  own  values.  Staff  members  are  involved  in 
group  matters,  try  to  live  up  to  the  positive  values  espoused  by  the 
program,  are  subjected  to  criticism,  share  personal  concerns,  and  are 
open  to  self-disclosure. 

Attitudes  in  Terms  of  Consequences 

I think  that  one  of  the  most  destructive  things  we  could  do  as  staff 
members  is  to  confront  participants  with  the  attitude  “You  did  wrong. 
That’s  why  you’re  in  jail.”  Despite  the  accuracy  or  inaccuracy  of  that 
statement,  we  try  to  understand  the  background  of  the  individual’s 
attitudes  and  acts  as  a starting  point  in  the  treatment  process,  even  if 
those  attitudes  and  acts  are  repugnant  to  us.  We  view  attitudes  not  as 
“good”  or  “bad,”  but  in  terms  of  their  consequences,  their  usefulness, 
and  their  effect  on  oneself  and  others.  Program  staff  try  to  help  group 
members  in  the  altering  and  building  of  their  own  values.  While  staff 
members’  norms  are  demonstrated  and  enunciated,  it  is  not  our  job  to 
impose  them  upon  the  program’s  participants,  despite  the  fact  that  we 
are  working  models  of  our  own  values  and  in  that  capacity  we  have 
some  influence  on  the  formation  of  others’  values. 

In  the  Monteith  Program  we  try  to  view  a history  of  drug  and  alcohol 
abuse  non-moralistically,  and  as  part  of  a larger  pattern  of  difficulties. 
Dependence  and  abuse  are  usually  related  to  personal  problem  areas 
which  are  temporarily  relieved  by  drugs  and  alcohol,  or,  for  that  matter, 
by  any  number  of  measures  taken  to  secure  gratification;  for  example, 
overeating,  dangerous  driving,  and  physical  violence.  Rather  than 
confine  our  attention  to  drugs  and  alcohol  we  look  at  the  individual,  at 
the  things  he  feels,  says,  and  does.  By  working  on  relevant  emotional, 
attitudinal,  and  behavioral  problems,  we  try  to  help  him  to  learn  to  deal 
with  the  factors  requiring  relief.  In  other  words,  substance  abuse  is 
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usually  tied  to  the  way  the  person  operates  in  his  daily  life.  And  in  order 
for  him  to  deal  effectively  with  alcohol  or  other  drug  dependence,  we 
think  it  is  important  for  him  to  deal  with  the  problem  in  relation  to  the 
way  he  copes  with  life  in  general,  not  just  to  the  time  he  spends  drinking 
or  plunging  a needle  into  his  body. 

Therapeutic  Approaches  and  Techniques 

Many  therapeutic  approaches  and  techniques  have  influenced  and 
continue  to  influence  our  method  of  treatment.  We  use  as  many 
sources  as  we  can  within  the  program’s  framework.  We  incorporate 
whatever  seems  to  work,  and  the  varied  influences  come  not  only  from 
professional  exploration,  but  also  from  the  individual  reading  and 
experiences  of  staff.  Four  sources,  however,  have  had  fundamental 
influence  on  the  program.  In  chronological  order  of  their  adaptation  to 
the  program  they  are  as  follows. 

The  first  of  these  sources  is  Dr  William  Glasser’s  Reality  Therapy  with 
its  emphasis  on  the  fostering  of  the  client’s  value  judgments  regarding 
his  or  her  own  behavior,  on  the  non-acceptance  of  excuses  for 
irresponsible  behavior,  and  on  the  encouragement  of  goal-setting  and 
planning  for  the  future.  In  Reality  Therapy  terms,  basic  human  needs 
include  the  necessity  of  loving,  being  loved,  and  of  feeling  worthwhile 
to  oneself  and  others.  In  order  to  feel  worthwhile  we  must  maintain 
satisfactory  standards  of  behavior.  Reality  Therapy  sees  responsibility 
as  the  ability  and  willingness  to  fulfill  one’s  needs  in  a way  which  does 
not  deprive  others  of  the  ability  to  do  the  same  thing. 

The  second  major  influence  on  the  program’s  approach  comes  from 
treatment  settings  like  Daytop  Village  and  Synanon,  therapeutic 
communities  for  drug  and  alcohol  addicts.  The  group  medium  is  used 
extensively  in  these  communities,  where  the  individual  is  forced  to 
look  at  himself  as  he  is  rather  than  as  he  fancies  himself  to  be.  These 
programs  stress  peer  influence,  identification  with  others,  involve- 
ment, confrontation,  and  support,  and  demand  that  the  participant 
become  aware  of  his  needs,  accept  responsibility  for  his  behavior,  and 
become  sensitive  to  the  needs  of  others. 

The  third  major  influence,  Transactional  Analysis,  provides  a clear  and 
simple  approach  to  learning  about  intra  and  interpersonal  dynamics.  A 
device  for  teaching  and  learning  about  oneself  and  one’s  relationships 
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with  others,  T.A.  graphically  describes  past  and  present  influences  on 
attitudes,  emotions,  and  behaviors.  Its  aim  is  to  free  the  individual 
from  archaic  influences  so  that  he  or  she  can  see  options  clearly  and 
make  effective  choices.  Within  the  program,  T.A.  has  proven 
invaluable  in  helping  group  members  cut  through  and  simplify 
confusing  emotional  material,  and  gain  perspective  on  behavior. 

The  fourth  major  influence  on  the  program  comes  from  Life  Skills,  an 
approach  and  a body  of  material  designed  to  meet  widely  divergent 
needs  in  coping  with  daily  living  problems.  Life  Skills  looks  at  attitudes 
and  behaviors,  and  teaches  problem-solving  and  interaction  skills 
pertaining  to  individual,  family,  social,  and  employment  situations.  In 
the  treatment  setting  it  is  important  to  see  the  futility  of  certain  actions. 
But  in  order  for  an  individual  to  adapt  constructively  to  civilian  life,  he 
must  find  replacements  for  these  behaviors.  Life  Skills  helps  group 
members  to  do  that. 

We  use  numerous  other  sources  for  information  and  techniques.  Role- 
playing  is  used  extensively  and  we  are  making  increasing  use  of  clinical 
information  on  anger  and  depression.  The  writings  of  Carl  Rogers 
(non-directive  therapy),  Fritz  Peris  (Gestalt  Therapy),  Erving  Goff- 
man,  R.D.  Laing,  Everett  Shostrom,  Seymour  Halleck,  Frederick  F. 
Flach,  Joseph  Luft,  and  Karl  Menninger  are  included  in  the  readings  of 
staff  members.  The  impetus  for  adaptation  comes  from  the  needs  of 
clients  as  they  express  them  and  as  we  perceive  them.  Where  we  Find 
the  material,  whether  at  a workshop,  in  a film,  in  a professional  journal, 
or  in  Mechanics  Illustrated,  for  that  matter,  has  no  importance  so  long 
as  it  is  relevant  to  clients’  needs. 

In  outlining  the  program’s  philosophical  approach,  I have  discussed 
more  theory  than  action.  Complications  set  in  when  the  theory  is 
applied  to  actual  human  interactions.  We  have  no  formulae  that  apply 
to  all  situations  at  all  times.  While  we  encounter  repetitive  themes,  we 
use  many  methods  and  resources,  including  the  community,  in  our 
efforts  to  meet  the  needs  of  the  unique  individuals  who  form  the 
program’s  membership.  Despite  inconsistencies  and  constipations,  the 
struggle  to  grow  helps  all  of  us— participants,  staff,  and  program— to 
fulfill  some  of  our  potential. 

Philosophical  and  Methodological  Influences 

Changes  have  been  an  integral  part  of  the  Monteith  Program.  Clients 
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seem  to  be  generally  more  sophisticated  now,  the  structure  has  been 
altered,  resources  have  been  gathered  and  refined,  and  referral 
opportunities  have  opened  up.  Yet  the  biggest  changes  have  pertained 
to  the  perceptions,  expectations,  and  growth  of  staff  members. 
Changing  perspectives  on  ourselves,  on  the  balance  between  group  and 
individual  treatment,  and  on  individual  needs  and  capabilities,  have 
affected  how  we  approach  our  jobs. 

During  1970,  two  Monteith  Program  staff  members  spent  some  time 
participating  in  the  activities  of  Daytop  Village,  a therapeutic  commu- 
nity for  drug  and  alcohol  addicts  in  the  state  of  New  York.  Since  1970 
further  investigation  has  resulted  in  therapeutic  communities  having  an 
important  philosophical  and  methodological  influence  on  the  Monteith 
Program.  In  looking  at  this  influence  a little  more,  and  at  areas  where 
the  Daytop  approach  does  not  seem  to  be  relevant  to  our  program,  I 
think  we  get  at  some  important  shifts  in  our  approach  through  the 
years. 

Without  going  much  further  into  a discussion  of  Daytop  Village,  I think 
it  would  be  accurate  to  generalize  that  in  trying  to  alter  the  attitudes  and 
behavior  patterns  of  addicts,  Daytop  tries  to  change  the  individual  from 
a self-centered,  irresponsible  manipulator  to  a mature,  responsible 
individual  who  is  capable  of  meeting  his  needs  constructively  without 
hurting  others.  Part  of  the  process  of  moving  from  one  position  to  the 
other  seems  to  be  the  breaking  down  of  the  individual’s  defenses  as  a 
starting  point  in  building  new  attitudes  and  behaviors. 

The  Daytop  environment  features  honest  communication,  support, 
confrontation,  the  shouldering  of  responsibility,  and  other  positive 
values  of  a vital  therapeutic  community.  Residents  and  most  staff  are 
ex-junkies  and  I have  the  impression  that  everyone  in  this  community 
has  the  opportunity  of  improving  his  or  her  status  through  upgrading  in 
jobs.  Peer  influence  seems  to  be  all-pervasive. 

The  Daytop  approach  appears  to  place  much  emphasis  on  confrontation 
as  a means  of  examining  and  changing  attitudes  and  behaviors.  With 
the  indigenous  staff  in  the  Daytop  atmosphere  this  is  possible,  but  in 
the  Monteith  Program,  confrontation  by  professional  staff  members 
resulted,  during  the  program’s  early  days,  in  the  creation  of  an  “us 
against  them”  mentality  which  often  led  to  petty  arguments  and 
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passivity  by  some  members,  as  well  as  pretended  difficulty  in 
understanding,  inappropriate  interruptions  of  fellow  members,  and 
limit-testing  of  program  rules.  Because  client  and  staff  at  Daytop  have  a 
common  background,  the  social  worker  stereotype  does  not  seem  to  be 
as  prevalent  a theme  in  deliberations.  It  quickly  became  apparent  that 
confrontation  in  the  Monteith  Program  would  be  useless  without  the 
initial  establishment  of  trust  and  support  between  staff  and  the  clients 
from  the  correctional  setting,  as  well  as  among  participants  themselves. 
So  a more  problem-solving  approach  was  taken,  putting  more  of  a 
premium  on  overcoming  participants’  suspicions  of  staff  and  strength- 
ening peer  influence. 


Acknowledgement  of  Intelligence 

Another  area  of  changing  perspective  is  our  acknowledgement  that  the 
people  who  participate  in  the  program  have  considerable  intelligence. 
To  generalize  for  a moment,  they  are  sensitive  to  inconsistencies  and 
hypocrisies  of  staff,  but  often  do  not  address  themselves  to  these 
shortcomings.  Often,  they  understand  instinctively  many  of  the 
dynamics  and  politics  of  group  interaction.  In  short,  they  bring  great 
potential  to  the  program. 

Rather  than  “rebuilding”  the  individual  from  scratch,  then,  as  seems 
to  be  attempted  at  Daytop,  we  accept  him  as  he  is  and  go  from  there.  I 
do  not  believe  that  participants  who  come  to  this  particular  program  are 
so  alienated  that  they  need  complete  “refurbishing.”  The  same 
intelligence  which  is  used  in  avoiding  the  law,  conning  people,  or 
stealing  can  be  used  for  constructing  a more  rewarding  life.  But  some 
program  members  have  to  make  a conscious  decision  to  “go  straight.” 
They  have  to  see  it  as  a better  alternative  to  their  present  way  of  life 
which  involves  stealing,  selling  dope,  and  numerous  other  losing 
propositions. 

An  exercise  in  the  program  which  helps  clarify  members’  standing  as 
winners  or  losers  on  the  street  involves  the  gathering  and  listing  of 
members’  own  statistics  regarding  their  lives.  In  one  column  on  a 
chalkboard  or  flipchart  is  recorded  the  percentage  of  successful 
lawbreaking  ventures  undertaken  by  members.  More  often  than  not 
this  amounts  to  a success  rate  of  80%  to  95%  or  more.  In  the  next 
column  is  recorded  the  percentage  of  time  spent  in  prison  during  a 
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specific  number  of  years.  This  figure  varies,  but  most  often  ranges 
I between  40%  and  80%. 

The  figures  most  often  show  that  despite  being  caught  and  sentenced  a 
small  percentage  of  the  time  (5%  - 20%),  program  members  spend  a 
high  percentage  of  their  time  behind  bars  (40%  - 80%).  In  terms  of  time 
they  are  losers.  And  in  terms  of  what  they  can  show  materially  for  these 
travails,  they  are  also  losers.  Much  of  the  very  real  potential  which 
these  men  possess  is  buried  beneath  mounds  of  emotional  confusion, 
impulsive  actions,  and  unthinking  self-destruction.  The  program’s  job 
is  to  help  individuals  remove  the  mounds  and  both  excavate  and 
activate  the  potential. 

Work  on  the  Spiritual  Slum 

The  causes  of  alcohol  and  drug  abuse,  as  well  as  repeated  incarceration 
are  not  all  intrapsychic  and  they  are  not  all  environmental.  For  most 
program  members,  however,  it  is  important  that  inner-directed  skills  be 
developed  with  which  to  go  out  and  meet  the  world  as  it  is.  Many 
members  complain  about  uncaring  bureaucrats  and  unfeeling  agencies. 
At  times  they  are  placing  blame  for  their  own  failures  elsewhere  and  at 
times  their  comments  carry  weight. 

Regardless  of  what  the  reality  is,  however,  we  try  in  the  program  to  help 
the  member  learn  to  deal  with  it  constructively  in  order  to  gain  a 
measure  of  fulfillment.  Regardless  of  the  realities,  in  other  words,  the 
individual  must  not  let  bitterness  against  real  or  imagined  barriers  keep 
him  from  helping  himself.  The  Reverend  Jesse  Jackson  made  this  point 
in  another  context  to  poverty-stricken  black  city  dwellers  in  the  midst 
of  discussions  about  programs  for  the  underprivileged.  The  principle 
applies  here: 

It  is  bad  to  be  in  the  slum,  but  it  is  worse  when  the  slum  is  in  you.  The 
spiritual  slum  is  the  ultimate  tragedy.  The  victimizer  is  responsible  for 
us  being  down,  but  the  victim  is  responsible  for  us  getting  up. 

A setting  like  the  Monteith  Program  can  help  incarcerated  individuals 
who  need,  among  other  things,  to  work  on  the  “spiritual  slum”  as  a 
preliminary  step  to  taking  more  personal  responsibility  for  their  life 
direction.  But  its  potential  effectiveness  is  probably  tied  to  its  position 
within  a range  of  services  and  measures  designed  to  deal  with  the 
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offender  or  the  potential  offender.  These  services  and  measures  could 
fall  under  the  headings  of  prevention,  sentencing,  alternatives  to 
incarceration,  referral,  treatment  or  follow-up,  and  could  be  either 
voluntary  or  coercive. 


A Systematic  Approach 

I believe  the  realization  of  the  potential  of  a program  like  the  Monteith 
one  lies  in  its  being  part  of  an  integrated  process  of  corrections 
stretching  in  time  from  initial  contact  to  post-release.  Ideally,  this 
would  involve  a systematic  and  comprehensive  correctional  process 
allowing  for  several  options,  one  or  more  of  which  could  apply  to  a 
particular  individual;  for  example,  incarceration,  probationary  court 
referral  to  a counseling  or  training  program  as  an  alternative  to 
incarceration,  post-release  halfway  house,  employment  program, 
educational  program,  therapeutic  program,  family  counseling,  victim 
compensation  arrangement,  victim-offender  reconciliation,  crisis  inter- 
vention program,  etc. 

Within  this  system,  for  example,  some  offenders  could  undertake  an 
area  of  help  or  victim  compensation  under  the  supervision  of  a 
probation  officer.  Such  an  arrangement  would  be  more  economical  than 
incarceration  in  terms  of  confinement  costs,  family  welfare,  and 
potential  tax  revenues  lost.  Increased  emphasis  on  alternative  ap- 
proaches under  supervision  within  the  community  would  also  require 
more  funds  for  training,  hiring,  and  programs. 

This  and  other  alternatives  to  incarceration  would  not  apply  to 
everyone,  of  course.  But  the  range  of  alternatives  could  ultimately 
affect  those  individuals  sentenced  to  prison  terms.  The  establishment 
of  alternatives  to  incarceration  and  alternatives  within  incarceration 
could  create  a better  framework  for  screening  of  offenders  into  relevant 
areas  of  help  and/or  accountability.  A referral  area  such  as  the  Monteith 
Program  would  then  be  part  of  a stream  of  distinctive  and  interrelated 
programs  which  would  reduce  the  prison  population  and  more 
specifically  screen  candidates  for  program  participation.  By  serving  a 
more  specific  clientele,  the  program  could  be  more  specific  in  its 
approach  and,  in  effect,  provide  screening  for  the  subsequent  steps  of 
participants,  whether  within  incarceration  or  into  civilian  life. 


66 


I Follow-up  and  the  Community 

Whether  or  not  the  ex-inmate’s  first  steps  into  the  community  involve 
| supervisory  controls  or  not,  he  can  be  helped  by  continuing  consulta- 
I tion  between  a follow-up  component  of  the  pre-release  program  and  the 
|j  community.  The  consultation  may  or  may  not  involve  other  areas  of  the 
aforementioned  stream.  But  I believe  it  is  essential  that  a framework 
exist  within  which  participation  in  a pre-release  program  can  be 
connected  to  post-release  activities.  In  order  to  be  maximally  effective, 
pre-release  programs  must  continue  into  and  culminate  in  the 
community. 

Regardless  of  the  particular  agency  providing  the  service,  our 
experience  has  been  that  the  relationship  between  staff  and  client  has 
considerable  influence  on  the  course  of  the  service.  I believe  that  the 
screening  process  for  clients  should  be  accompanied  by  a screening 
process  for  staff  or  volunteers  which  takes  into  consideration  not  just 
educational  and  employment  background,  but  life  experience  and 
personal  qualities.  A positive  working  relationship  demands  much  of 
both  worker  and  client,  and  the  ability  and  willingness  to  question  our 
own  values  as  well  as  make  changes  in  ourselves  have  been  difficult  but 
necessary  in  the  constantly  challenging  correctional  area. 


Research  Perspectives 

In  order  to  obtain  more  answers  and  improve  programs  in  the 
correctional  field,  research  should  yield  information  from  several 
different  perspectives.  In  addition  to  examining  coercive  versus 
voluntary  programs,  research  should  measure  the  effectiveness  of 
single  and  sequential  components  of  a correctional  system.  Both 
treatment  and  research  should  consider  changes  within  the  individuals 
in  addition  to  differences  between  and  within  programs. 

If  follow-up  can  include  the  potential  for  further  treatment,  a return  to 
prison  can  be  a chance  for  further  treatment,  much  as  a crisis  in  the 
Monteith  Program  can  be  an  opportunity  for  learning  and  growth.  On 
the  street,  the  same  principle  applies.  Research  can  provide  ongoing 
feedback  to  the  program,  allowing  perspective  on  the  program’s 
approach.  It  can  make  staff  more  aware  of  the  needs  of  program 
participants  away  from  the  prison  setting.  With  the  help  of  follow-up 
research,  follow-up  treatment  can  then  have  increased  potential  for 
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helping  individuals  continue  personal  growth  after  leaving  the  immedi- 
ate program  environs. 

Rare  Storybook  Successes 

The  events  of  incarceration,  whether  they  are  hellish  or  therapeutic, 
take  place  at  a great  material  and  spiritual  distance  from  the  actualities 
of  civilian  life.  When  a person  leaves  prison  he  does  not  immediately 
and  automatically  resume  a former  life  or  initiate  a new  one.  In  moving 
from  one  system  to  another  he  needs  time  to  adjust,  and  during  this 
transition  period  he  may  make  important  and  far-reaching  decisions. 
Our  exposure  to  former  program  members  on  the  street  reinforces  the 
impression  that  even  the  best-motivated,  goal-oriented  individuals 
must  struggle  to  adjust. 

The  realities  of  life  on  the  street,  being  more  immediate,  provide  the 
real  test  for  people  going  through  a helping  process  in  prison.  From  the 
safe  distance  of  incarceration,  insights  can  be  gained  and  goals  formed 
optimistically  and  complacently  in  preparation  for  that  future  day  when 
the  resumption  of  one’s  civilian  identity  can  be  undertaken  with  new 
tools  for  constructing  a fulfilling  life.  But  coming  face-to-face  with  the 
actual  influences,  problems,  emotions,  and  demands  can  deflate  the 
greatest  of  expectations,  especially  if  an  individual  has  no  support. 

While  the  clarifying  of  goals  and  use  of  community  resources  leads  to 
relatively  swift  and  successful  adaptation  by  some  remarkable  program 
participants,  the  storybook  development  of  immediate  success  seems 
rare  indeed.  Effective  re-entry  into  society  is  a gradual,  painful  process 
of  trying  on  for  size  altered  behaviors,  attitudes,  and  new  skills  in  the 
difficult  situation  of  daily  living,  where  it  really  counts.  There  are  as 
many  different  ways  of  going  about  this  process  as  there  are  program 
graduates. 

Some  individuals  make  a clean  break  with  their  old  haunts,  recognizing 
the  futility  of  trying  to  build  a constructive  lifestyle  there.  Others  return 
to  familiar  surroundings,  and  rejoin  the  jail-street-jail-shuttle.  Some 
individuals  begin  by  “testing  the  wind”  of  the  street-cum-drug  life,  and 
decide  to  try  out  elements  of  the  so-called  straight  life.  This  ordinarily 
leaves  them  in  a vacuum  because  they  have  moved  away  from  familiar 
surroundings  and  begun  to  enter  a society  which  is  strange  and 
threatening.  Any  friendship  or  help  which  they  can  get  during  this 
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transition  is  welcome  but  not  always  available.  It  is  a very  lonely  time, 
complicated  by  the  fact  that  some  individuals  have  great  difficulty 
asking  for  help. 

The  gradual  process  of  gaining  perspective  on  problem  areas,  building 
self-esteem,  and  becoming  comfortable  with  a self-fulfilling  life  on  the 
street  sometimes  includes  a return  to  prison.  There  have  been  cases 
where  program  graduates,  having  been  sentenced  to  a prison  term 
following  participation  in  the  program,  have  stayed  out  of  prison  after 
being  released.  It  is  as  if  another  prison  sentence  is  part  of  the  growth 
process. 

In  view  of  the  importance  of  the  transition  period  between  prison 
release  and  resumption  of  civilian  life,  and  despite  our  best  efforts 
during  the  nine-week  cycle  and  through  referral  as  well  as  informal 
follow-up,  the  lack  of  a structured  follow-up  component  means  that  the 
program  is  incomplete.  In  addition  to  the  counseling  and  support 
already  mentioned,  I believe  that  much  of  the  program’s  potential  lies 
in  consultation  and  training,  and  as  part  of  an  integrated  variety  of 
approaches  to  dealing  with  offenders. 
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